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GLAUCOMA DETECTION AND TREATMENT 


F, BRUCE FRALICK, M.D. 


Professor of Ophthalmology 
University of Michigan, Ann Arbor 


The more advanced the disease when discovered, the poorer 
the response either to medical or surgical treatment.* 


UR aim in glaucoma management 

is early detection and control of 
the ocular tension since its discovery 
and treatment late in the course of the 
disease is unsatisfactory for both pa- 
tient and physician. The different 
types of 
chronic simple, subacute or acute con- 


glaucoma—for example, 
gestive, congenital and secondary 
require somewhat different approaches 
to their problem in that the one clini- 
cal finding of elevated intraocular 
pressure is the only thing which they 
have in common. It is this elevated 
ocular tension, however, which pro- 
duces the destructive changes in eyes, 
leading to visual loss. 

Chronic simple glaucoma is the 
commonest form of the disease under 
consideration. Also we know 
about the changes in the eye which 
bring it about and consequently our 
treatment is far from satisfactory. As 
in all other *.as of glaucoma, early 
detection will go a long way in pro- 
longing the patient’s vision. Unfor- 
tunately, the eyes with chronic simple 


least 


glaucoma are commonly seriously 


damaged, as evidenced by cupping of 
the optic disk and central visual field 


* Presented at the Annual Conference of 
the National Society for the Prevention of 
Blindness, New York, March 17, 1955. Dr. 
Fralick is a member of the NSPB Committee 
on Glaucoma. 
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changes, by the time the diagnosis 


is made. 


Long-Range Detection Campaign 

Before we are to get very far in com- 
bating this problem it is necessary 
that we widen our search for potential 
glaucoma patients. Spot surveys have 
done much to reveal the frequency of 
unrecognized glaucoma among the 
general population. To apply this 
knowledge so that the detection can 
be more universal in scope will neces- 
sitate the interest and enlistment of 
the services of the medical profession 
as a whole. Such cooperation is not to 
occur overnight but will require a long- 
range campaign which will extend over 
a period of years. 

The present generation of general 
medical men are not sufficiently inter- 
ested in adding another test to their 
already crowded schedule to acquire 
a tonometer and learn to use it as a 
routine in every physical examination. 
The interest must start through the 
ophthalmologist teaching the impres- 
sionable medical student the simple 
method of tonometry. He should be 
taught that it ranks with other basic 
laboratory data such as the blood 
Wassermann, urine and blood count 
determinations. In the past, and even 
at the present time, little effort is 
made in many medical schools to see 
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that every student acquires facility in 
the actual use of the tonometer. Until 
tonometry does become a routine part 
of every medical examination in offices 
and hospitals there is little chance of 
discovering the presence of chronic 
simple glaucoma cases early in the 
course of the disease, when therapy 
offers the best chance of preserving 
vision. 

Provocative Tests 

Unfortunately, simply having gen- 
eral physicians take the intraocular 
pressure as a routine part of the physi- 
cal examination is still going to miss a 
certain proportion of chronic simple 
glaucoma patients who, in the early 
stages of their disease, will show a 
tension which is considered normal. 
This is the group which will still have 
to be diagnosed by the ophthalmolo- 
gist who realizes that it is the instabil- 
ity of the ocular tension which is im- 
portant and not necessarily its height. 
Stability of the tension within 3 to 5 
mm. Schigtz is a characteristic of a 
normal eye when repeated tension 
readings are taken at different periods 
of the day or night and under varying 
stimuli. This is not so in the glauco- 
matous eye and this fact has given 
rise to a number of provocative tests 
to bring out this instability. 

These provocative tests are not uni- 
versally reliable and thus usually 
several will be used along with the 
clinical findings before a definite con- 
clusion is reached in the borderline 
cases as to whether glaucoma is pres- 
ent or not. Following are a few of these 
tests, in the order in which they are 
commonly used: 

1. Diurnal variation of ocular tension 
sometimes called 24 to 72 hour 
tension study. 
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. Water drinking test. 

3. Dark room test. 

4. Decubitus test—sometimes used 
with the dark room test. 

5. Fluorescein test. 

6. Mydriatic test. 

Every patient suspected of having 

glaucoma should not only have his 

ocular tension and provocative tests, 

when indicated, but he should have a 

fundus examination, visual field 

studies and facility of outflow studies. 

With the completion of these studies 

we should be fairly certain of the 

diagnosis. 


Heredity Factor 

There is an increasing awareness of 
heredity as a means of transmission of 
many degenerative processes in the 
body. A high incidence of glaucoma 
has been demonstrated among the 
families of glaucoma patients. This 
offers a fertile field for social service 
workers to uncover a surprising num- 
ber of unsuspected glaucoma cases 
among the relatives of known glau- 
coma patients. These families should 
be strongly advised to have periodic 
tensions taken after the age of 40. 
Under such circumstances the diag- 
nosis may be made before symptoms 
arise. If all chronic simple glaucoma 
cases could be uncovered at this stage 
our problem would be much simpler. 


Subacute Congestive Type 

The detection of subacute conges- 
tive glaucoma is facilitated by a thor- 
ough understanding of the symptoms 
and findings to be encountered. This 
type is characterized by periodic at- 
tacks during which haloes are seen 
about lights, vision is blurred and 
there is mild ocular pain. These symp- 
toms are brought on by a rise in the 
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intraocular pressure. There are no 
symptoms, and a perfectly normal 
tension, between attacks. Early in the 
course of the disease the attacks occur 
in the evening, are infrequent, and 
last a few hours. The symptoms may 
disappear before retiring and are re- 
lieved by sleep or by looking at a 
strong light. The attacks may be pre- 
cipitated by movies and television and 
these have a greater effect at night 
than during the day. Progress of the 
disease is manifested by the attacks 
becoming more frequent, lasting long- 
er, and beginning earlier in the day. 
During the daytime the symptoms 
disappear after being in the light for 
20 to 30 minutes. Emotional crisis and 
prolonged visual concentration may 
precipitate an attack. Some women 
suffer regular attacks during the pre- 
menstrual or menstrual period.* 

One of the disturbing things noted 
in early subacute congestive glaucoma 
is the fact that between attacks the 
ophthalmologist is often not able to 
find any clinical evidence of the dis- 
ease and only too often dismisses the 
patient with the reassurance that he or 
she does not have it or that the diag- 
nosis previously made is incorrect. The 
oculist should be very careful about 
reassuring these patients without re- 
examining them during an attack. The 
tension will then be found to elevate 
over a variable period of time and 
subside with completion of the attack. 
Provocative tests such as the diurnal 
variation curve in the ocular pressure, 
dark room, water drinking, and so 
forth are likely to be normal between 
attacks. The fields and fundus exam- 
inations and facility of outflow also 

* Miller, S. J. H.: Intra-Ocular Pressure in 


Primary Congestive Glaucoma, Brit. J. 
Ophthal., 37:1-10, 1953. 
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are apt to be normal. Therefore, no 
patient who presents the symptom 
complex of periodic attacks of haloes 
about lights, blurred vision and ocular 
pain should ever be told he or she does 
not have glaucoma after the taking of 
one tension reading. These again are 
individuals that very likely will not be 
properly diagnosed by routine taking 
of tension by the general physician. 
They must be seen during an attack 
and the fluctuation in the tension 
noted. 

As the subacute congestive glau- 
coma progresses, the findings become 
more and more like those in chronic 
simple glaucoma since the destructive 
changes in the eye are in direct propor- 
tion to the number and duration of the 
attacks suffered. At this stage of the 
disease no difficulty should be encoun- 
tered in making the proper diagnosis. 
Our aim is to listen carefully to the 
patient’s story and to follow the ten- 
sion through a subacute attack in the 
hope that appropriate treatment is 
instituted before degenerative changes 
have set in. Such early treatment in 
this group arrests the disease in close 
to 100 per cent of the cases, with reten- 
tion of normal vision. When detected 
late, even with the best treatment, 
both patient and physician are dissat- 
isfied with the outcome. 


Acute Attack 

Acute congestive glaucoma is com- 
monly preceded by prodromal sub- 
acute attacks and the 
acute attack can practically always be 
prevented by detection of these minor 
attacks and surgical intervention in- 
stituted. When the acute attack comes 
on there is excruciating pain in the eye 
and head, marked visual loss, often 
nausea and vomiting. There may be 


congestive 





The Sight-Saving Review 








e 


e 


eC 


e 











acute edema of the lids and conjunc- 
tiva so that the lids are closed. The 
nausea and vomiting may be so severe 
as to mask the eye findings and thus 
the patient may receive prolonged 
treatment for a_ severe gastric dis- 
order before the glaucoma is discov- 
ered as the cause of the symptoms. 
I have seen acute bilateral congestive 
glaucoma complicate a cerebral vascu- 
lar accident and in another case a dia- 
betic coma. These patients should all 
be hospitalized at once so that medical 
and surgical therapy can be properly 
regulated and executed at the proper 
time. It is poor medical practice to 
send them home with medical therapy 
and to rely on their carrying it out 
adequately. 


Diagnosis in Congenital Cases 

Congenital glaucoma presents a 
diagnostic problem since it is difficult 
for the pediatrician or obstetrician 
adequately to examine the eyes of 
these small children. It is usually the 
mother who first notes the irritable 
eye with slight clouding of the cornea 
which is often the first indication of 
elevated intraocular pressure. These 
eyeballs are easily distensible and 
sometimes even at birth it is noted 
that the globe is larger than it should 
be. Not all large globes are glauco- 
matous but they are more likely to be 
than not. When enlarged and irritable 
there is usually little question of the 
diagnosis. The ocular pressure usually 
has to be taken under general anes- 
thesia, and when under anesthesia 
operative measures should be insti- 
tuted as indicated. 

Secondary glaucoma includes a 
multitude of conditions such as an 
elevated tension produced by: inflam- 
matory diseases in the eye, as in iritis; 
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new growths in the eye, as in cancer- 
ous conditions of the inner eye; con- 
genital or traumatic displacement of 
the lens; vascular accidents in the in- 
terior of the eye; and traumatic hem- 
orrhage. The determination of the 
cause of the glaucoma and the treat- 
ment of the offending anomaly, if 
effective, is outside the scope of this 
discussion but it may be said that 
heroic measures are often needed to 
save the eye. 


Types of Treatment 

The treatment of glaucoma is gen- 
erally divided into medical and surgi- 
cal. There is a great difference of 
opinion among practitioners as towhen 
one therapy should stop and another 
begin. We should aim at being as con- 
servative in our therapy as is com- 
patible with the best chance for reten- 
tion of vision. We should not, however, 
delay advising or executing the more 
radical surgical measures when we are 
certain that the conservative medical 
measures have lost their effectiveness 
or have no chance for success from the 
outset. The more advanced the glau- 
coma when discovered the poorer is 
the response either to medical or surgi- 
cal treatment. 

When the cause of chronic simple 
glaucoma has been discovered, we can 
then expect a treatment to evolve that 
will far exceed our present inadequate 
efforts. At present our energies are 
directed at reducing the intraocular 
pressure to the point where the vision 
and visual fields show no further de- 
terioration. Miotic drops which con- 
strict the pupil, such as pilocarpine, 
are thus prescribed. To determine 
what is being accomplished by this 
treatment requires periodic re-exam- 
ination of the eyes for the patient’s 


197 


remaining days. Under such treatment 
the glaucoma may be controlled for 
weeks, months or years and then the 
unknown factors of the disease may 
assert themselves over the effect of the 
eye drops being used and a more radi- 
cal surgical control is indicated with- 
out delay. Just what type of operation 
should be used in such a case is a mat- 
ter of personal opinion and does not 
concern us here. The point which we 
should keep uppermost in mind is that 
lacking adequate medical control of 
the glaucoma, the visual functions 
will deteriorate progressively unless 
surgical measures are substituted. 
Subacute and acute congestive 
glaucoma present, as we have shown, 
quite a different picture from chronic 
simple glaucoma. The attacks can 
often be controlled by pilocarpine or 
other miotic drops instilled in the eyes 
several times a day. Although the sub- 
acute episodes may be eliminated by 
such conservative medical therapy, 
the glaucoma is often not completely 
controlled by the treatment and de- 
generative changes become evident as 
time elapses. In my opinion these eyes 
showing the recurrent subacute con- 
gestive attacks of glaucoma are best 
treated by the simple and nearly 100 
per cent effective operation of periph- 
eral iridectomy early in the course of 
the disease. The acute attacks of con- 
gestive glaucoma should dictate that 
the patient be hospitalized, and as 
soon as the tension is reduced by medi- 
cal means the eye should be operated 
upon. Operation should not be de- 
layed more than 72 hours from the 
onset of the acute congestive attack, 
whether the tension is controlled by 
medical means or not, otherwise more 
radical operations are needed and even 
then, such prolonged attacks of ele- 
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vated tension leave the eye with very 


poor sight. 


Early Surgery in Congenital Cases 

In congenital glaucoma we are 
forced to deal with developmental 
anomalies in the eyes which are very 
difficult to compensate. Medical ther- 
apy is usually of little benefit and 
surgery has to be done early before the 
eye is beyond help. At times, even by 
the time of birth, the eyes are so de- 
generated from the effects of increased 
ocular tension that little can be done. 
This problem must be attacked surgi- 
cally and the results of surgery leave 
much to be desired. The operation of 
goniotomy seems to be giving the 
highest percentage of control in com- 
petent hands at present, but other 
operations, at times, also are bene- 
ficial. 

The problem of secondary glaucoma 
is a complex one in that it entails the 
treatment of the primary condition 
responsible for the unbalanced aque- 
ous exchange. If intraocular tumor is 
present, enucleation is indicated. A 
dislocated lens usually dictates that 
the lens be extracted. An iridocyclitis 
complicated by secondary rise in 
ocular pressure calls for energetic med- 
ical measures to combat the inflamma- 
tory process and in many cases the 
pressure will subside with control of 
the inflammation. In a few, surgical 
intervention is needed. Vascular acci- 
dents and diseases within the eye 
which lead to a painful, blind eye 
usually end in enucleation. An an- 
terior chamber hemorrhage from a 
blunt contusive blow which is respon- 
sible for a rise in the ocular pressure 
demands that this pressure be relieved 
by the drug diamox or that the eye be 
opened to allow escape of the blood or 
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else blood staining of the cornea will 
lead to loss of vision even though the 
tension later comes under control. 


Summary 

Glaucoma detection in a higher pro- 
portion of our population demands 
that our medical schools teach tonom- 
etry as a routine part of every medical 
examination. The known hereditary 
aspects of glaucoma dictate that the 
relatives of known glaucoma patients 
have a periodic glaucoma survey after 
the fortieth year of life. Surgical inter- 
vention should be instituted when it is 
demonstrated that conservative medi- 
cal therapy has lost its effectiveness or 
has no chance of success from the out- 
set. The more advanced the glaucoma 
when discovered, the poorer is the re- 
sponse either to medical or surgical 
treatment, indicating the need for 
early detection and correction. 


MOBILE EYE CLINIC 
FILLS NEED 

The fact that many areas of Penn- 
sylvania lack adequate eye services 
was demonstrated during a 15-county 
tour of the state’s Mobile Eye Clinic. 
Of the 4,042 persons screened 1,206 
had never had an eye examination. 

The Mobile Eye Clinic was organ- 
ized by the Pennsylvania Association 
for the Blind and the State Council for 
the Blind to serve needy persons. 
Directed by Betsy M. Shank, preven- 
tion consultant of the Association, the 
project is conducted with the coopera- 
tion of many agencies and individuals 
interested in sight conservation. A re- 
tired bus was converted into a modern 
clinic. The staff consists of an ophthal- 
mologist and a medical secretary. 
Careful preparatory work by local 
agencies expedites the program. 
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In The Seer of June 1955 Miss Shank 
reports that a total of 1,619 persons 
were treated. Glasses were given 1,273, 
and 163 operations were performed. 
The chief progressive pathological 
condition was cataract, of which there 
were 479 cases. There were 74 cases of 
glaucoma, and 84 of macular degener- 
ation. Strabismus was found in 185 
persons, 113 of them under 16. Only a 
third of the strabismus patients had 
seen an ophthalmologist before the 
mobile unit made its visit, and less 
than half the cataract and glaucoma 
groups had previously received medi- 
cal attention. 


T.R."S MYOPIA 


“Quite unknown to myself,’’ Theodore 
Roosevelt wrote in his autobiography, 
“T was, while a boy, under a hopeless dis- 
advantage in studying nature. I was very 
near-sighted, so that the only things I could 
study were those I ran against or stumbled 
over.” 

At thirteen he was given his first gun, and 
was puzzled to find that his companions 
seemed to see things to shoot at which he 
could not see at all. He spoke of this to his 
father, and was belatedly fitted with spec- 
tacles, ‘“‘which literally opened a new world 
to me. I had no idea how beautiful the 
world was until I got those spectacles. I had 
been a clumsy and awkward little boy, and 
while much of my clumsiness and awkward- 
ness was doubtless due to general charac- 
teristics, a good deal of it was due to the 
fact that I could not see and yet was wholly 
ignorant that I was not seeing. The recollec- 
tion of this experience gives me a keen 
sympathy with those who are trying in our 
public schools and elsewhere to remove the 
physical causes of deficiency in children, 
who are often unjustly blamed for being 
obstinate or unambitious, or mentally 
stupid.” 

Theodore Roosevelt: An Autobiography. 
Charles Scribner's Sons, 1920 
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The Toxoplasma Organism as a Cause of Uveitis 


RALPH W. RYAN, M.D. 
Acting Chief, Ophthalmology Branch 


National Institute of Neurological Di 


and Riind 





National Institutes of Health, Bethesda, Maryland 





Dr. Ryan reports on recent studies in relation to the disease that 
appears to account for 12 per cent of blindness among adults.* 


VEITIS is an inflammation of the 

uveal tract, the vascular layer 
just inside the white coat of the eye- 
ball. Various forms of this disease 
appear to account for some 12 per cent 
of blindness among adults in the 
United States. The posterior portion 
of the uveal layer is called the choroid; 
it in turn is covered inside by the 
retina, the layer which reacts to light 
to produce sight. Inflammatory dis- 
ease of this portion of the uvea usually 
affects both choroid and retina and 
may be called posterior uveitis or 
chorio-retinitis. The anterior portion 
of the uveal layer is made up of the 
ciliary body containing the muscle of 
accommodation, and the iris, the 
colored portion which we can see. 
Inflammatory disease of the iris and 
ciliary body is referred to as anterior 
uveitis or irido-cyclitis. If we think 
that only the colored portion which we 
can see is inflamed we may use the 
term iritis. 


Two Types of Reaction 

Inflammations of the uveal layer of 
the eye not only may affect selectively 
the anterior or posterior part of this 
layer, but they seem to fall into two 
general types of reaction. If the iris 


* Presented at the Annual Conference of 
the National Society for the Prevention of 
Blindness, New York, March 17, 1955. 
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and ciliary body are affected the in- 
flammation is usually acute in nature, 
painful, with redness, watering and 
much photophobia. This type of iritis 
or irido-cyclitis (anterior uveitis) is 
believed to be an allergic or sensitivity 
response to disease germs in the body. 
It is rare to find any disease organisms 
actuaily present in the iris or the aque- 
ous fluid in these cases, though many 
tests have been made. The inflammation 
may usually be relieved by such drugs 
as ACTH and cortisone which allevi- 
ate many allergic manifestations. 
The posterior uveitis or chorio- 
retinitis appears usually to have dis- 
ease organisms present in a localized 
area of chronic inflammation, called a 
granuloma. We rarely try to biopsy 
the retina or choroid or to take out 
vitreous fluid for bacteriological ex- 
amination because of danger of dam- 
age to the eye. Therefore we seldom 
have a chance to examine this portion 
closely except when the eye is removed 
after being severely damaged by dis- 
ease. Hence we usually must be satis- 
fied with a presumptive diagnosis of 
the cause. Some of the organisms 
either known or believed to cause 
posterior granulomatous uveitis or 
chorio-retinitis are the germs of tuber- 
culosis, syphilis, brucellosis, leprosy, 
histoplasmosis, and the virus of 
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lymphopathia venereum. Boeck’s sar- 
coid is also a cause. 


Congenital Infections 

It was shown by Drs. Wolfe, Cowen 
and Paige in 1937 that a one-celled 
animal Toxoplasma 
gondii was present in chorio-retinal 


parasite called 


lesions as well as in the brain of a baby 
born with hydrocephalus. Since then 
many cases of congenital toxoplas- 
mosis infections have been recorded. 
The disease usually affects the eyes, 
brain and spinal cord. Mental retarda- 
tion, convulsions, fever, pneumonitis, 
enlarged liver and spleen, and death 
commonly result in these cases. 

It was suspected for some years that 
the Toxoplasma organism, which ap- 
parently can infect any warm-blooded 
creature, might be acquired by adult 
humans and cause some kind of dis- 
ease process. Little was known about 
this until skin tests or blood tests were 
devised to show the presence of anti- 
bodies to the organism. The most use- 
ful of these tests to date is the methyl- 
ene blue dye test. With this test, blood 
specimens from people in all parts of 
the world have shown the presence of 
antibodies. Surveys suggest that as 
many as 50 per cent of the public in 
the United States have a positive test 
for this infection by age 50. 


Tests in Chorio-retinitis 

In 1952 Mrs. H. C. Wilder at the 
Armed Forces Institute of Pathology 
reported finding that some 50 eyes 
that had 
blinded 
tained organisms which looked like 
Toxoplasma parasites. Dr. Leon Jacobs 
checked the blood of some 20 of the 
persons from whom the eyes were ob- 
tained and found that all were positive 


been enucleated because 


from chorio-retinitis con- 
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to the dye test. In 1954 Dr. Jacobs 
cultured Toxoplasma organisms from 
a freshly enucleated eye which had 
been destroyed by chorio-retinitis, 
thus proving the relationship in this 
case where the dye test titer was posi- 
tive to only 1:64 dilutions. Because of 
the peculiar nature of the Toxoplasma 
organism, it is very difficult to culture. 

By 1953 it had become obvious that 
tuberculosis could not account for the 
large percentage of cases of chorio- 
retinitis previously ascribed to it. 
Some patients with proven lung tuber- 
culosis who also had chorio-retinitis 
showed clearing of lungs and eye when 
treated with such drugs as strepto- 
mycin and Others who 
merely had a positive tuberculin test 


isoniazid. 


and chorio-retinitis often showed no 
clearing of the chorio-retinitis on such 
treatment for the suspected tuber- 
culosis. A fair percentage of chorio- 
retinitis patients had negative tuber- 
culin tests and no evidence could be 
found of presence of disease known to 
cause such eye inflammations. 


Granulomatous Uveitis Study 

The Ophthalmology Branch of the 
National Institute of Neurological 
Diseases and Blindness in late 1953 
began a clinical study of granuloma- 
tous uveitis to see if it was practical to 
try to diagnose cases as being caused 
by the Toxoplasma organism. Patients 
referred to us by ophthalmologists 
were given thorough studies. Careful 
history of previous health, exposure to 
diseases, past illnesses, onset and pro- 
gression of eye symptoms and changes, 
and previous treatment were recorded. 
Many laboratory tests, x-rays, skin 
tests and careful examination of the 
entire body were carried out. By such 
procedures and evaluation of all avail- 
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able information a decision was made 
as to the most likely cause of the eye 
disease in each case. Such conclusions 
are termed ‘‘presumptive diagnoses.” 

Out of 93 cases first reported* 67 
were found to be granulomatous 
uveitis, most of them being posterior 
(chorio-retinitis). Thirty-nine of the 
67, or 58 per cent, were given a pre- 
sumptive diagnosis of toxoplasmic 
causation. Two of these appeared to 
have had the eye disease since birth. 
Tuberculosis was considered the most 
likely cause of 16 cases or 24 per cent. 

A check of previous diagnoses on 
the patients thought to have toxo- 
plasmic eye disease showed that no 
diagnoses had been stated to us by the 
referring physician in 17 of the 39 
cases. Four other cases had definitely 
had no causative diagnosis. Nine had 
previously been considered as caused 
by tuberculosis. 

All but eight of the 39 cases had 
been treated previously by conven- 
tional methods. It is assumed that 
most of the referrals were because of 
unsatisfactory response to previous 
treatment. Hence, it is conceded that 
the ratio of presumed toxoplasmic 
cases may have been higher in this 
series than it would be in a series of 
newly affected patients. 


Tuberculin Tests Investigated 

A study of tuberculin tests showed 
negative tests in 40 per cent of the 
cases with positive Toxoplasma dye 
tests, but in only 25 per cent of the 
cases with negative dye tests. X-rays 


*Ryan, Ralph W., M.D.; Hart, William 
M., M.D.; Culligan, John J., M.D.; Gunkel, 
Ralph D., M.S.; Jacobs, Leon, Ph.D.; and 
Cook, Maryjane K. Diagnosis and Treatment 
of Toxoplasmic Uveitis. Transactions of the 
American Academy of Ophthalmology and 
Otolaryngology, 68:867 (Nov.—Dec.), 1954. 
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showed lung scarring in only one- 
third of the cases with positive dye 
tests, but in one-half those with nega- 
tive dye tests. 

Average age of patients presumed 
toxoplasmic was 33.6 years, while pa- 
tients with negative dye tests had an 
average age of 45. This is in contrast 
to the general population where the 
percentage of positive dye tests in- 
creases with age. 

In cases of chorio-retinitis, one- 
fourth had only central lesions, almost 
one-half had only peripheral lesions, 
and one-third had both. One-third of 
the cases were bilateral. 


Treatment of Active Cases 

Out of 39 cases given a presumptive 
diagnosis of being toxoplasmic, 29 
were active. These were given treat- 
ment of pyrimethamine and_ sulfa 
drugs. Pyrimethamine is a drug pre- 
viously used in treating malaria and 
found to have therapeutic activity in 
mice and rabbits infected with Toxo- 
plasma. 

Of the 29 cases treated, all but two 
showed evidences of becoming quies- 
cent within a month from institution 
of therapy. Over one-fourth showed 
clear-cut evidence of response within 
one week of beginning therapy. Many 
of the others had so many vitreous 
longer 
period of clearing had to elapse before 


opacities that a_ relatively 
very clear-cut evidence could be de- 
tected. Follow-up since treatment has 
confirmed response of the lesions. 

A feature of toxoplasmosis is the 
formation of pseudocysts where organ- 
isms may be encapsulated for at least 
several months. It was expected that 
these would not be affected by treat- 
ment and might serve to reactivate 
the lesions in some cases. Three of our 
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cases have had a reactivation of their 
chorio-retinitis since treatment, pre- 
sumably on this basis. In each case 
another course of treatment quieted 
the lesion. A number of other cases 
have been treated successfully since 
the report appearing in the 7ransac- 
tions. (See footnote page 202). 


Continuing Studies 

At present we are interested in two 
other phases of the study. One is to 
determine the best regimen of therapy 
with pyrimethamine and sulfas to 
achieve therapeutic effect with the 
least side effects. These side effects 
consist chiefly of nausea and decrease 
of blood elements. This phase of study 
requires chemical or pharmacological 
determination of the concentration of 
fluids of 
animals and patients using the drug. 


pyrimethamine in body 

The other objective is to determine 
the value of adjuvant therapy. Two 
types in particular may have possibili- 
ties, one being ACTH or cortisone and 
the other vaccines or antisera. These 
would be used concurrently with the 
pyrimethamine and sulfa drugs. 

In summary, it is our opinion that 
Toxoplasma is a cause of a substantial 
percentage of cases of posterior uveitis 
or chorio-retinitis as well as a few 
cases of anterior uveitis in adults. We 
are also convinced that a combination 
of pyrimethamine and sulfa drugs can 
be used to treat it successfully. 


AEC WILL AID RESEARCH 


The Atomic Energy Commission has an- 
nounced that it will supply free nuclear 
materials and services to educational and 
medical institutions as a move to stimulate 
research. Non-profit bodies having or plan- 
ning projects will receive the necessary aid 
and in return will leave to the government 
the determination of any patent rights. 
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Mrs. Cunningham Joins NSPB 
as Nurse Consultant 


Mrs. Florence Cunningham, R.N., 
has joined the staff of the National 
Society as nurse consultant. She re- 
places Mrs. Burnetta Blatt Downing 
who, following her recent marriage, 
plans to make her home on the West 
Coast. 

Mrs. Cunningham for the last five 
years has been with the Public Health 
Nursing Division of the Yonkers 
Health Department in staff and super- 
visory work. This included the de- 
velopment of student programs. She 
also served both as program chairman 
and president of the Yonkers Associa- 
tion of Social Workers. 

Previously Mrs. Cunningham, a na- 
tive of Westerville, Ohio, had exten- 
sive experience in industrial and pub- 
lic health nursing. She is a graduate of 
Otterbein College in Ohio and the 
Metropolitan Hospital School of Nurs- 
ing, New York City. Following three 
years’ service in the Army Nurse 
Corps she completed work on a Mas- 
ter’s degree in Public Health Nursing 
at New York University. 

The good wishes of the NSPB staff 
and her many friends in the field go 
with Mrs. Downing as she completes 
three years of outstanding service in 
prevention of blindness. 


CONNECTICUT TO REGISTER BLIND 

By Public Act No. 75 of the 1955 Supple- 
ment to the Connecticut General Statutes, 
effective July 1, 1955, Connecticut became 
the eighth state to enact legislation concern- 
ing compulsory reporting of blind persons. 
The others are New Jersey, which has had 
such a law since 1918, and Massachusetts, 
New York, North Carolina, Delaware, Indi- 
ana and Kansas, with laws dated between 
1943 and 1949. 
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An Epitaph for Retrolental Fibroplasia 


ALGERNON B. REESE, M.D.* 


gine agg fibroplasia is a 
unique disease in the annals of 
medicine. About 1942 it bowed into 
the ophthalmologic firmament sup- 
posedly as a new and unheralded prob- 
lem, caused blindness in approxi- 
mately 8,000 infants, and has now 
bowed out, all within a span of about 
13 years. There was, of course, great 
consternation as to its nature. Was it 
a new disease, or an old disease with 
increased incidence? Why was it con- 
fined almost exclusively to the United 
States? Why did it pinpoint the eye? 
These questions and many others were 
the imponderables. 

The disease was gradually identified 
and delineated as an entity so that we 
now have a remarkably complete pic- 
ture of the clinical manifestations, 
course, pathology, and even etiology 
which has been established by clinical 
observations as well as by animal ex- 
perimentation. 

Now that oxygen has been incrimi- 
nated and the disease has been proved 
to be a man-made one, its incidence 
depending upon pediatric practice, 
being more or less proportionate to the 
economy of the area, we can explain 
many of the features which were 
formerly so mysterious. We can read- 


* An editorial reprinted from the American 
Journal of Ophthalmology, August 1955, with 
permission of the editor. Dr. Reese is Clinical 
Professor of Ophthalmology, College of Physi- 
cians and Surgeons, Columbia University. 
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ily understand why the disease oc- 
curred primarily in this country dur- 
ing the war years and then gradually 
appeared all over the world commen- 
surate with economic recovery. We 
realize good reasons now for the varia- 
tions in incidence between different 
cities in the United States and even in 
the same locale at different times; for 
the relatively high incidence in North- 
ern Ireland compared with Southern 
Ireland and for the absence of the dis- 
ease among offspring of native mothers 
after the war in Germany, but its 
occurrence when native mothers were 
married to American military person- 
nel. Nowonder it was viewed as a curse 
peculiar to North Americans. 

It is interesting to note that coinci- 
dent with the outbreak of the disease 
in 1942 there occurred among pedia- 
tricians an active interest in the ad- 
ministration of oxygen to premature 
infants. This was a natural and under- 
standable sequence to the observation 
that oxygen corrected the irregular 
periodic respirations, which were ap- 
parently due to anoxia. The Boston 
school was particularly active in pro- 
moting this seemingly good idea, and 
it was here in the beginning that the 
incidence of retrolental fibroplasia was 
so high that Terry made his original 
classic observations. 

The trail which has led to the success- 
ful goal has been blazed by many note- 
worthy contributions. In this country 
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in addition to that of Terry it is in 
order to single out the work of Owens 
and Owens who described the develop- 
ment of the disease, to the work of 
Kinsey who culminated his years of 
relentless efforts by spearheading and 
integrating the research team sup- 
ported by funds from the National 
Institute of Neurological Diseases and 
Blindness, and to the work of Patz in 
producing the disease experimentally 
in animals. The National Society for 
the Prevention of Blindness main- 
tained its encouraging support through 
its inspiring leader, Dr. Franklin 
Foote. 

Although retrolental fibroplasia had 
its inception and greatest impact in 
the United States, it is to the glory of 
our English and Australian colleagues 
that they made major contributions to 
its solution. The names of Ashton, 
Crosse, Ryan, Campbell, K., Camp- 
bell, F. W., and Michaelson are in- 
delibly etched in the saga of this 
disease. 

A most noteworthy and pertinent 
sequence of reports appeared in the 
British literature. In 1948, Michaelson 
concluded from his investigations of 
the development of the vascular sys- 
tem of the retina that the growth of 
new vessels in the retina takes place 
pre-eminently from the veins; that, if 
a vein and an artery are close to each 
other, growth takes place predomi- 
nantly from the side of the vein re- 
mote to the neighboring artery; that 
the spread of capillary growth toward 
an artery extends for only a certain 
distance, leading finally in the defini- 
tive human eye to a well-marked capil- 
lary free space around the arteries. He 
postulated a metabolic factor in the 
retina capable of effecting the growth 
of blood vessels and he concluded that 
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this factor, which is present in a gradi- 
ent of concentration differing in 
arterial and vein neighborhoods, de- 
termines the distance to which capil- 
lary growth will extend. In retrospect 
this report marked the dawn of our 
understanding of the pathogenesis of 
retrolental fibroplasia. Further impor- 
tant light was shed in 1951 by the 
publication of F. W. Campbell’s work 
on the influence of a low atmospheric 
pressure on the development of the 
retinal vessels. He showed that 
Michaelson’s capillary-free zone was 
due to the growth-inhibiting effect of 
the oxygen tension around retinal 
arteries. He concluded that retinal 
vessels grow toward an area of low 
oxygen tension and cease to extend in 
areas of higher oxygen tension. 

Ashton then applied these basic 
findings to the problem of retrolental 
fibroplasia and this culminated in his 
well-known experimental production 
of the disease in animals. 

At the time when 
strongly suspected as a causative fac- 
tor in retrolental fibroplasia but its 
exact role difficult to ascertain by iso- 
lated reports, a co-operative project 
on a national scale was organized 
under the aegis of the National Society 
for the Prevention of Blindness and 
the National Institute of Neurological 
Diseases and Blindness. The report of 
this joint group, which conclusively 
convicts oxygen, is given in the sym- 
posium published in this issue of The 
Journal. 

This national effort to eradicate ret- 
rolental fibroplasia was supported by 
funds from the National Institute of 
Neurological Diseases and Blindness, 
a federally financed research organiza- 
tion, at a cost of $51,000. This resolved 
an enigma, the national cost of which 


oxygen was 
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has been estimated at $800,000,000. 
A fairly good return on the invest- 
ment! I doubt if so much has accrued 
from so little in the expenditure of the 
Federal budget which appropriates 
approximately one thirty-fifth of one 
per cent for medical research. 

Putting the final solution to this 
problem on a national level gave it 
scope and stature and the conclusions 
should be heeded. Derelict as it may 
seem, there are apparently many 
patients who are not receiving the 
benefits. The February 1955 issue of 
the Journal of Pediatrics states ‘‘Nu- 
merous hospitals have not yet discon- 
tinued routine oxygen administration 
to premies and very few have made 
adequate provision for testing concen- 
tration (40 per cent). If currently 
available information is disregarded 
and an infant becomes blind, the 
burden that lies on the physician and 
the hospital is unpleasant to con- 
template.” 
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Careers for the Partially Seeing 


What the partially seeing child does after 
leaving the public school has always been 
of great interest to teachers and others 
concerned with his welfare. From Detroit, 
Michigan, comes a most interesting com- 
pilation of occupations in which former 
pupils are now engaged. Several of the chil- 
dren have gone on to college or university; 
some have joined the Armed Forces. Of the 
women who are not now housewives and 
raising their own families, one has become 
a practical nurse; one earns her living 
through singing with a chorus and at wed- 
dings and banquets; one teaches speech in 
the public schools; some are engaged in 
sales and office activities and work in the 
diet kitchens of hospitals. 

The men are engaged in various branches 
of factory, store and sales work; some are 
in their own businesses, including tree 
surgery, fruit growing, celery and chicken 
farming. One young man acts as a guide in 
Yellowstone Park. 

Readers interested to obtain a copy of 
the complete listing of individual occupa- 
tions may be able to obtain it on request 
from Miss Edith Cohoe, supervisor, Braille 
and Sight Saving Classes, Detroit Board of 
Education, Department of Special Educa- 
tion, 453 Stimson Ave., Detroit 1, Mich. 


The Sight-Saving Review 














How to Control Oxygen for Premature Infants 


AN exhibit relating to the preven- 
tion of retrolental fibroplasia 
through oxygen control attracted much 
attention at the annual meeting of the 
American Academy of Pediatrics held 
in Chicago October 3—6. It was spon- 
sored by Dr. Jonathan T. Lanman, 
assistant professor, department of pe- 
diatrics, New York University Medi- 
cal School, and by the National So- 
ciety. Devices for regulating and 
analyzing oxygen concentrations were 
demonstrated by Ada McLaughlin, 
R.N., supervisor of Bellevue Hospital 
Premature Care Center, and Stella 
Brueggen, R.N., Illinois Society for 
the Prevention of Blindness. Several 
thousand copies of a pamphlet giving 
the following detailed instructions on 
oxygen control were made available to 
Academy members. 


|. Limit both Duration 
and Concentration 
of Oxygen Therapy 


How to Limit Duration 


Give no “routine’’ oxygen; give 


oxygen only for clinical indication 
(such as cyanosis). Irregular respira- 
tory rhythm commonly seen in prema- 
ture infants is not an indication for 
oxygen. 

Discontinue oxygen as soon as pos- 
sible. Less than an hour’s therapy is 
often 
even at presumably safe concentra- 


sufficient. Prolonged therapy 
tions (below 40°%) has been associated 
with cicatricial retrolental fibroplasia. 
Discontinue oxygen at least once every 
8 hours unless the infant is cyanotic 
while in oxygen. 

Use compressed air to operate 
vaporizers. 
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How to Limit Concentration 


Always keep oxygen concentration 
below 40% by analysis. Always use an 
oxygen analyzer. 


Method 1: Use tanks containing 40% 
O, and 60% Ne. 

This simple, dependable method re- 
quires a special gas mixture but no 
special apparatus. The flow rate re- 
quired to give about a 35% concentra- 
tion varies from 5 to 10 L/min. with 
the type of incubator used. High ini- 
tial flow rates will bring concentration 
up to the desired level quickly. Con- 
centrations above 40% are not attain- 
able with this method; we believe this 
is a highly desirable feature in practice. 

The special mixture is 2 to 3 times 
more expensive than 100° oxygen. 
Mistakes in 
curred when an inexperienced manu- 


manufacture have oc- 


facturer has not allowed complete 
mixing to take place before final test- 
ing of the concentration. Linde Air 
Products and its distributors have re- 
cently made this product nationally 
available. 


Method 2: Use a mixing device diluting 
100°, Os to less than 40%. 

This method uses readily available 
100°; Os, but requires special appa- 
ratus for administration. Most mixing 
devices are very sensitive to seemingly 
unimportant changes in tubing diam- 
eter, length or pressure, etc.; they 
must be used exactly as directed by 
the manufacturer, and all openings 
kept clear and clean. Some marketed 
devices employing this principle are 
readily subject to serious misuse. 

The device manufactured by the 


Melchior, Armstrong, Dessau Co., 
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OXYGEN 40° 


es 


Exhibit at the American Academy of Pediatrics annual meeting at which various devices for controlling oxygen 
concentrations were demonstrated by Ada McLaughlin, R.N., right, supervisor of the Bellevue Hospital 


Premature Care Center, and Stella Brueggen, R.N., Illinois Society for the Prevention of Blindness. 





Ridgefield, N. J. (price $78), is the facturers for information on this sub- 
least subject to misuse we know of. It ject. The device includes an excellent 
must be kept clean. Delivered concen- humidifier which can be used with 
tration does not vary at oxygen flow compressed air when oxygen is not 
rates between 3 and 10 L/min. We needed. 

have used oxygen flow ratesof 5 L/min., Method 3: 

which delivers about 25 L/min. of air- The manufacturers of the Isolette® 
oxygen mixture to the incubator. Thus infant incubator recommend use of 
far we have not noted adverse effects oxygen at low flow rates (about 
on temperature control in two makes 2 L/min.) to achieve concentrations 
of incubators which we have subjected slightly below 40% in their incubator. 
to this high ventilation rate, but this A special flowmeter accurate at these 
should be watched for and we suggest low rates with a very fine calibration 
consulting individual incubator manu- and adjustment is manufactured by 
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Hoke, Inc., Box 149, Englewood, N.]J., 
and costs $29.50. Under careful super- 
vision the method has proved to be 
satisfactory. 

High oxygen concentrations (above 
40%) are readily achieved intention- 
ally with this method by increasing 
the flow rate of oxygen; this may be 
regarded as desirable by some but 
where this method is used strict regu- 
lations must be enforced to avoid the 
hazard of having attending personnel 
make deliberate changes in the setting. 

If the wire screen filter in the air in- 
take of the lsolette® is not cleaned and 
dust is permitted to accumulate, this 
will reduce the air intake and increase 
oxygen concentrations above those 
called for in the instructions. Routine 
analysis of oxygen concentrations will 
reveal this condition. Where dust is 
not considered to be important, re- 
moval of the screens will entirely 
eliminate this hazard. 

We have used Methods 1 and 2 with 
the Isolette® without recognized diffi- 
culty. 


ll. Use an Oxygen Analyzer 


Measure oxygen concentrations 
every time oxygen is used and at least 
every 8 hours during longer periods of 
therapy. 

Any control method or device is 
subject to defects and misuse. These 
are numerous, unpredictable and sub- 
tle. Individuals who have visited many 
premature nurseries have found many 
mistakes in the use of oxygen control 
devices that would be immediately 
revealed by oxygen analysis. They 
have also found great reluctance to 
purchase and use an analyzer. Mistakes 
blind babies. Don't try to get along without 
an analyzer. See that it is used regularly 
when you get it. 
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Analyzers that are sufficiently ac- 
curate and very simple to use are man- 
ufactured by Arnold O. Beckman, 
Inc., 1020 Mission Street, South Pasa- 
dena, California, and by Medical In- 
struments Research Associates, 2656 
North Pasadena Avenue, Los Angeles, 
California. They cost less than $200. 
They should be checked against air 
(21% O2) with each use, and must be 
handled reasonably gently. Batteries 
and desiccant must be changed occa- 
sionally. 


A Note on Expense 


The average cost for hospital care of 
a single premature infant is about 
$400. 

Oxygen control equipment for an 
entire premature nursery, including an 
analyzer, costs less than this. 

What is the cost of a single unneces- 
sarily blinded infant? 


GE PROGRAM PAYS OFF 

Vision testing in industry is worth far 
more than it costs, in the experience of the 
General Electric Company of Cleveland, 
which reports on its five year program in 
the August Management Methods. In trying 
to select employes with “eyes for the job” 
it was found that roughly a third could not 
meet the standards for a particular sort of 
work. Interesting comparisons were made 
between the group visually fit and those 
unfit. The first group earned more money, 
had fewer absences and accidents than the 
second, and turned out a better quality of 
work. Of those meeting the vision standard 
69 per cent were designated as ‘‘good”’ in- 
spectors, while only 35 per cent of the other 
group were so rated. 

The company periodically checks the 
eyes of its employes and urges them to get 
professional help if needed. A 36 per cent 
improvement in their performance rating 
was noted after needed eye care was received. 
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Estimation of Visual Efficiency 


oo of the ‘Appraisal of 
Loss of Visual Efficiency’’ adopted 
in 1940 by the American Medical As- 
sociation has been accepted by the 
A.M.A. Section on Ophthalmology. 
A committee appointed by the A.M.A. 
Council on Industrial Health and con- 
sisting of Edmund B. Spaeth, chair- 
man, F. Bruce Fralick and William F. 
Hughes, Jr., submitted a report with 
revised methods of determining the 
loss of visual efficiency resulting from 
disease or injury. 

In the section on central visual 
acuity the committee recommended 
that only regular ophthalmic lenses be 
used to determine the best corrected 
vision, because of practical difficulties 
at present connected with contact 
lenses. 

In regard to aphakia and diplopia 
the committee revised the former 
tables. Monocular aphakia should not 
be considered as the full loss of visual 
efficiency in one eye, the report stated, 
and recommended that it be rated as 


50 per cent of the central visual ef- 
ficiency of that eye when corrected by 
lenses. Diplopia within 20 degrees of 
the center of fixation was appraised as 
a 100 per cent loss of motility efficiency 
in one eye, but diplopia present on 
more peripheral gaze alone represented 
a lower percentage of loss. For in- 
stance, diplopia looking straight down 
between 20 and 40 degrees meant a 
loss of motility efficiency of 80 per 
cent, and diplopia limited to gaze be- 
tween 20 and 40 degrees to one side at 
30 per cent. 

The tables for near and distance 
vision were revised ‘‘to relate more 
closely visual acuity and visual dis- 
ability in the light of experience.” It 
was felt that the 1925 and 1940 tables 
overestimated the loss of visual effi- 
ciency for distance acuities poorer 
than 20/200 and underestimated the 
loss for near poorer than 14/28, Jaeger 
3 or 6-point type, and this has been 
corrected. 

In agreement with the opinion of 


TABLE | 


Percentage of Central Visual Efficiency Corresponding 


to Central Visual hoty © Notations for Distance 


Visual Angle 








Snellen in Minutes* 
20/20 1.0 
20/40 2.0 
20/50 Bm. 
20/80 4.0 
20/100 5.0 
20/200 10.0 
20/400 20.0 
20/800 40.0 








Per Cent Loss 
of Central Vision 





Per: Cent Cute 
Visua Efficiency — 


100—+ 0 
85 15 
75 25 
60 40 
50 50 
20 80 
10 90 

5 95 


™ * Denoting each constituent part of test eemanes, W i the visual angle of idle constituent 
part is multiplied by 5, the product is the visual angle of entire test character. 

t For purposes of calculation of the per cent of central visual efficiency, 100 per cent is used. 
This does not consider the fact that the average normal person usually has a visual acuity of 
20/16 corrected by ophthalmic lenses. 
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TABLE Il 
Percentage of Central Visual Efficiency Corresponding 


to Central Visual Acuity Notations for Near 


Snellen Jaeger Point 
14/14 i— 3 
14/22 5 
14/28 3 6 
14/35 6 8 
14/56 8 12 


Visual Angle Visual Per Cent Loss 





in Minutes* Efficiency of Central Vision 
1.0 100 0 
1.6 95 5 
2.0 90 10 
20 50 50 
4.0 20 80 


* Denoting each constituent part of test character. When the visual angle of each constituent 


part is multiplied by 5, the product is the visual angle of the entire test character. 


the 1940 committee, the calculation of 
binocular visual efficiency counted the 
total loss of vision in one eye as 25 
per cent if the other eye is normal. 
When disease or injury has involved 
both eyes, a loss of efficiency in mo- 
tility was used only in computing the 
efficiency of the worse eye. Estimation 
of the visual efficiency of the better 
eye was thus based only on the central 
visual acuity and the visual field of 
this eye. 

This report, ‘‘Estimation of Loss of 
Visual Efficiency,” is available in re- 
prints from the A.M.A. Council on 
Industrial Health, 535 North Dear- 
born Street, Chicago 10. It is suggested 
that prevention of blindness workers 
secure it from that source. 


WHO EXPANDS EYE PROGRAMS 


Intensification of the anti-trachoma 
drive and mapping of programs to con- 
trol onchocerciasis were among the 
accomplishments of the World Health 
Organization during its sixth year of 
work. The 1954 report of Dr. M. G. 
Candau, Director-General, submitted 
in May to the Eighth World Health 
Assembly in Mexico City, described 
work in 75 countries. 

A conference on African onchocer- 
ciasis, held in October in Léopoldville, 
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Belgian Congo, was attended by more 
than thirty experts from various sec- 
tions of Africa and from Europe and 
the Americas. A great deal was accom- 
plished in elucidating the problem and 
in stimulating control programs. 

Requests for aid in trachoma con- 
trol increased in 1954, and information 
on the results of the pilot projects now 
operating was requested by govern- 
ments, organizations, and trachoma- 
tologists. As the annual report defined 
the WHO objective: “All the current 
field activities against trachoma form 
one part of a general plan . . . to test 
the efficacy of a proposed control 
method under different epidemiologi- 
cal conditions.”’ 

In North Africa the control of 
trachoma depends primarily on that of 
acute seasonal conjunctivitis. Last 
year 400,000 individuals in Morocco 
(French Zone) and Tunisia were treated 
in field campaigns and the annual 
epidemic of conjunctivitis was pre- 
vented. In addition to the mass cam- 
paign in Formosa, new pilot projects 
were started in Egypt, Yugoslavia, 
and Spain. 

A program for the exchange of in- 
formation was arranged with the co- 
operation of trachomatologists from 
Egypt, Iran, Japan, the French zone 
of Morocco, and Tunisia. 
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A NURSE'S VIEW OF EYES AT WORK 


MARGARET S. HARGREAVES, R.N. 


Executive Director, American Association of Industrial Nurses 


Employee cooperation is assured when management 
demonstrates that the ultimate aim of a vision program 
is to make seeing comfortable, efficient and safe.* 


HE essentials in administering an 

effective eye health program in 
industry, regardless of size, may be 
summarized as detecting, protecting, 
maintaining and educating. The basic 
principles involved apply equally to 
the teaching and working concepts of 
the vocational school and to plant 
operation. 


Detecting the Hazards 

First a survey is indicated to point 
up the eye hazards and problems at 
the work site. Competent engineering, 
safety and medical personnel are re- 
quired to analyze the conditions and 
prescribe remedial measures as neces- 
sary. The National Society for the 
Prevention of Blindness has an Indus- 
trial Eyesight Appraisal Form (Pub- 
lication No. 123) that is useful as a 
guide in making such a survey. The 
loss prevention department of the in- 
dustry’s insurance carrier may be called 
in to assist in this project. Outside pro- 
fessional consultant service specializ- 
ing in industrial vision may also be 
employed. 

Unusual conditions as well as those 
covered in standard survey forms 
should not be neglected. For example, 
a particular firm might have a fine 


* Presented at the Annual Conference of the 
National Society for the Prevention of Blind- 
ness, New York, March 17, 1955. 
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physical layout of production line, 
ventilation system, etc. and extraordi- 
narily good housekeeping but it also 
might have a very bad eye hazard ina 
poorly situated, neglected parking lot 
facility for employees. Many disabling 
eye injuries or infections could result 
from a combination of two or three 
windy days and the ill-kept, dusty, 
dirty parking space. 

A large restaurant might have well- 
spaced aisles, excellent kitchen facili- 
ties, good exits and entrances to work 
areas; but unless company policy re- 
quired the vision of cooks, stock boys, 
waitresses and other employees to be 
tested regularly, and steps were taken 
to correct visual defects when found, 
very definite hazards might exist. In 
such instance, there is a good chance 
that a customer or another employee 
might be injured. 


Lighting and Color 

Applications of new knowledge are 
resulting in continual improvement in 
the set-up of visual tasks. We know 
now that good seeing depends upon 
color and brightness relationships in 
the field of view. Too much brightness 
causes glare, too much darkness causes 
materials and machines to be indis- 
tinguishable. It is believed that color 
as a science rather than an art can 
accomplish many wonders, increasing 
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efficiency, comfort and security. Dirty 
walls, windows and ceilings or poorly 
planned color schemes affect lighting 
levels, and dusty lamps and fixtures 
can reduce the efficiency of a lighting 
system by 50 per cent. 

The American Recommended Prac- 
tice of Industrial Lighting published by 
the Illuminating Engineering Society, 
1860 Broadway, New York 19, (price 
50 cents) is an excellent guide in check- 
ing and maintaining lighting standards. 


Protective Devices 

There are many standard types of 
eye-protective equipment for various 
job operations, and expert guidance in 
their selection is available from the 
manufacturers. Proof of the effective- 
ness of such devices is found in the 
records of plants that have operated 
for very long periods of time without 
a single eye injury. The Wise Owl 
Club sponsored by the National So- 
ciety for the Prevention of Blindness 
now has more than 8,000 members, 
each of whom has saved one or both 
eyes because proper protection was 
worn when accidents occurred. 


Medical Care 

Good relations between the indus- 
try and the eye professions in the 
community are important forasmooth, 
efficient care and referral program. 
Local accredited 
hospitals and societies 
should be contacted personally by 


medical societies, 


optometric 


management so that the services of 
recommended ophthalmologists and 
optometrists may be used. 

Smaller industries may find it ad- 
visable to employ an eye physician as 
a consultant. Emergency eye care and 
referral procedures should be set up by 
this consultant and the management 
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representative charged with adminis- 
tering the program should see that 
these procedures are carefully carried 
out. 

The larger industry is wise in spend- 
ing some of its medical dollars in em- 
ploying an eye doctor to visit the plant 
at stated intervals. Some plants have 
substituted eye doctor hours for other 
in-plant doctor hours and this has 
worked out very satisfactorily. 


Vision Tests 

Vision testing is one of the most im- 
portant components of the industrial 
eye health program. It has been stated 
that about 20 per cent of young adults 
from 18 years upward need to wear 
glasses; 30 per cent at age 30; 50 per 
cent at age 45; and at 50 years or 
over nearly everyone requires reading 
glasses. Thus routine tests are neces- 
sary for comfort and efficiency as well 
as to detect the possible presence of 
eye disease. 

Vision testing should be included in 
the program as part of the preplace- 
ment examination, as a periodic re- 
check and to determine visual require- 
ments for a particular job. The more 
common tests now in use are the 
Snellen card test for visual acuity, the 
Bausch & Lomb Ortho-Rater, the 
American Optical Company Sight- 
Screener and the Keystone View Com- 
pany Telebinocular. 


First Aid 

Eye injuries and infections should 
be treated by a physician, not by a lay 
person. Even a foreign body that is 
not washed out easily by tears or 
bathing with lukewarm water requires 
professional attention. Many times 
the practice of covering an eye with a 
sterile pad and sending the patient to 
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a qualified physician is a major con- 
tribution to eyesight conservation. 
A guide for procedures in the emer- 


gency care of eye injuries should be 
outlined by the consulting ophthal- 
mologist or plant physician and clearly 
understood by the nursing staff and 
trained first aiders. It is vital in such 
cases to know what to do and—more 
important —what not to do. 

The company’s policy regarding the 
eye program should be clearly stated 
so that employees will not think it is a 
threat to job security. They will be 
more apt to give wholehearted coop- 
eration if it is clearly demonstrated 
that eye health and safety measures 
are used for their direct or indirect 
benefit. Supervisors should understand 
fully the program’s objectives so that 
they can answer employees’ questions 
on such factors as the scheduling of 
vision tests, referral system, and use of 
eve protective equipment. 

The eye health education program 
should include all the key groups in 
the industrial family. Under this plan 
the personnel department is assisted 
in properly placing the employee; the 
safety department becomes interested 
in reducing accidents of all types as 
well as those involving the eye; the 
production department learns that the 
efficiency of the employee is directly 
related to his seeing ability at his work 
station. Union officials and employees 
will cooperate when it is demonstrated 
that the ultimate aim of the program 
is to make seeing easier, healthier and 
safer. 


NEXT YEAR’S NSPB CONFERENCE 
March 26-27-28, 1956 
Palmer House 
Chicago, Illinois 
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SUMMER COURSES 


Four colleges and universities will 
be offering full-time integrated six- or 
eight-week summer courses that pro- 
vide the complete basic preparation 
recommended by the National Society 
for the Prevention of Blindness for 
teachers and supervisors of partially 
seeing children. 

The Society’s Advisory Committee 
on Education of Partially Seeing Chil- 
dren met in New York on Decem- 
ber 13. The need for teachers in this 
field was stressed and it was estimated 
that 60,000 boys and girls of school 
age are not at present receiving ade- 
quate education and adjustment to 
compensate for their visual handicap. 

Partially seeing children are defined 
as those who have a visual acuity of 
20/70 or less in the better eye after 
the best possible correction, and who 
can use vision as their chief channel of 
learning. Thecommittee strongly urged 
that boards of education and the Na- 
tional Society make known the need 
for teachers in this field. A report of 
the committee meeting will be carried 
in a later issue. 

Following are the locations of courses 
of preparation available in the summer 
of 1956. Detailed information may be 
obtained by writing to the individuals 
indicated. 


Illinois State Normal University, Normal, 
Illinois. Date: June 18—August 10. Dr. Rose 
FE. Parker, Director of Special Education. 


San Francisco State College, San Francisco, 
California. Date: June 25—August 3. Mrs. 
Florence G. Henderson, Associate Professor 
of Education. 

Syracuse University, Syracuse, New York. 
Date: July 2—August 10. (Will also have 
advanced workshop, August 13-24.) Dr. 
William M. Cruickshank, Director, Divi- 
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sion of the Summer Session, School of 
Education. 

Wayne University, Detroit, Mich. June 25- 
Aug. 4. Dr. John W. Tenny, Dept. of 
Special Education, College of Education. 


Scholarships are offered by the 
Delta Gamma Foundation for training 
of orthoptic technicians, teachers of 
partially seeing children, and special- 
ists for blind preschool children. In- 
quiries may be addressed to the Delta 
Gamma Central Office, 50 West Broad 
Street, Columbus 15, Ohio. 


Syracuse University Workshop 


An advanced workshop for teachers 
and supervisors working with partially 
seeing children will be held August 13- 
24, 1956 at Syracuse University. It 
will be open to those who have com- 
pleted basic courses and had experi- 
ence in this field. 

Mrs. Dorothy Bryan of the division 
of special education, Illinois State 
Department of Public Instruction, 
and Dr. Franklin M. Foote, NSPB 
executive director, will be co-directors. 

Importance of the Syracuse Univer- 
sity decision to conduct the workshop 
stems from the fact that the last such 
advanced session was held in 1950 at 
Ohio State University. Further de- 
tails about the workshop may be 
obtained from Dr. William M. Cruick- 
shank, director of education for excep- 
tional children, Syracuse University, 
Syracuse, N. Y. 





COLOR SPELLS SAFETY 
An international safety language is evolv- 
ing in which colors rather than words are 
symbols, Faber Birren reports in the Na- 
tional Safety News of September 1955. A 
basic code has been recognized by the 
International Labor Organization. Square 
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signs with a heavy red border enclosing a 
symbol for fire or other dangers are used for 
extreme hazards such as live wires, explo- 
sives, radioactive materials or dangerous 
chemicals. Yellow triangular signs signal 
caution, and are placed near hot surfaces, 
moving parts, and obstructions. Round 
green-bordered signs indicate safety and 
first-aid equipment. 


FISH WITH BINOCULAR VISION 


Why certain deep-sea fish have binocular 
vision is explained by R. A. Weale of the 
Physiology of Vision Research Group of the 
British Institute of Ophthalmology. In a 
letter quoted by the Optician (London) he 
points out that binocular vision has a lower 
threshold than monocular. Certain deep-sea 
fish with tubular eyes like periscopes and 
parallel visual axes are evidently profiting 
from this lowered threshold. At the low 
light-intensity levels of the deep-sea fish it 
is better to see a relatively small field than 
not to see a large one. 

The theory that the hunting animal has 
eyes in front and the hunted at the sides 
does not apply to the periscope-eyed fish. 
Three types are not predatory, though 
their visual axes are parallel. 


NEW ALIBI FOR BLACK EYE 

Here's an excuse for black eye which is, at 
least, different. This one puts the blame on 
having stopped your rocket sled too fast. 
Says Guildcraft, ‘That is exactly what hap- 
pened to Lt. Col. John P. Stapp, an Air 
Force officer who slammed his rocket sled 
to a stop in one and one-half seconds after 
attaining a record land speed of 632 miles 
per hour. His only physical injuries seem to 
have been blood blisters caused by dust 
particles on the run and the ‘black eye’ 
caused when his eyeballs were pressed vio- 
lently against the lids” during his split- 
second deceleration and halt. The test was 
part of a series being conducted to deter- 
mine the effects on airmen of bailing out at 
supersonic speeds. 
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Benjamin Franklin's Bifocals 


= CELEBRATING the two hun- 
dred and fiftieth anniversary of 
Benjamin Franklin’s birth on January 
17, 1956, the country will be reminded 
of its first completely evolved citizen 
of the new breed called American. 
Among his practical bequests to the 
country was the bifocal lens. He con- 
trived these dual spectacles in his late 
seventies, toward the end of his mis- 
sion as minister plenipotentiary to 
France. His friend the Dutch scientist 
Jan Ingenhousz had been puzzled by 
something Franklin had written him 
about his new glasses, and in a letter 
dated May 23, 1785, Franklin ex- 
plained his invention, and supplied a 
sketch. 

“IT imagine,” he wrote, “it will be 
pretty generally true that the same 
convexity of glass, through which a 
man sees clearest and best at the dis- 
tance proper for reading, is not the 
best for greater distances. I therefore 
formerly had two pair of spectacles, 
which I shifted occasionally, as in 


travelling I sometimes read, and often 
wanted to regard the prospects. Find- 
ing this change troublesome, .. . I 
had the glasses cut, and half of each 
kind associated in the same circle. By 
this means, as I wear my spectacles 
constantly, I have only to move my 
eyes up and down, as I want to see 
distinctly far and near, the proper 
glasses being always ready. This I find 
more particularly convenient since my 
being in France, the glasses that serve 
me best at table to see what I eat, not 
being the best to see the faces of those 
on the other side of the table who 
speak to me; and when one’s ears are 
not accustomed to the sound of a lan- 
guage, a sight of the movements in the 
features of him that speaks helps to 
explain; so that I understand French 
better by the help of my spectacles. If 
all our other defects were as easily and 
cheaply remedied, it would be worth 
while for friends to live a good deal 
longer, but I look upon death to be as 
necessary to our constitution as sleep.” 





EYE SURGERY IN ANCIENT BABYLONIA 


It was against the law 4,000 years ago for 
an ophthalmologist to fail in eye surgery. 
In an article by Dr. Lawrence Cochran in 
the Medical Times of June 1955 the antiq- 
uity of ophthalmology as an established 
specialty is proved by clauses in the Code 
of Hammurabi, the oldest code of laws in 
the world. 

The Babylonian law of the twentieth 
century B.C. said: “If the doctor shall 
treat a gentleman and shall open an abcess 
with a bronze knife and shall preserve the 
sight of the patient, he shall receive ten 
shekels of silver. If the patient is a slave, 
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his master shall pay two shekels of silver.” 
However, if the gentleman lost his sight or 
his life as the result of the operation the 
ophthalmologist was to be punished by 
having his hands cut off. If the patient was 
a slave the penalty was less drastic; the un- 
successful ophthalmologist had to replace a 
blinded slave, or pay half the market value 
of one dying as the result of the operation. 

Hammurabi ruled Babylonia from 1948 
to 1905 B.C., so that the code made during 
his reign antedates the Laws of Moses by 
at least two centuries. The codex is in the 
Louvre today. 
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Helen Keller in the library of her Connecticut home 


ELEN KELLER, for more than 
half a century an inspiration to 
countless millions the world over, cele- 
brated her 75th birthday this year. 
Healthy, 
continues to be actively interested in 


vigorous and serene, she 
many plans and projects, and recently 
completed a five-month, 40,000-mile 
trip to the Far East as Counselor on 
International Relations, American 
Foundation for the Overseas Blind. 
Despite her intensive work in the 
interest of the world’s 14,000,000 blind 
persons, Miss Keller has taken time to 
advance the prevention of blindness. 
For many years she has been Hon- 
orary Vice-President of the National 
Society for the Prevention of Blind- 
ness. Recently she agreed to serve in 
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her home state as Honorary President 
of the newly chartered Connecticut 
Chapter of the National Society. 

Miss Keller was awarded two hon- 
orary degrees this year: Doctor of 
Letters honoris causa by the Univer- 
sity of Delhi; and Doctor of Law by 
Harvard University. 


DANGERS IN “DO IT YOURSELF” 

Safety glasses or eye shields should be 
part of the household equipment of the 
do-it-yourself handyman. There have been 
numerous reports of serious eye accidents 
in which vision has been damaged or lost. 
The objects causing these injuries have 
included particles of metal, cement and 
enamel, glass splinters, nails, lye and vari- 
ous detergents. 
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JONAS S. FRIEDENWALD, M.D. 


The untimely death of Jonas S. 
Friedenwald, M.D. in Baltimore on 
November 5 at the age of 58 is re- 
ported with profound sorrow and re- 
gret. The distinguished son of a dis- 
tinguished ophthalmologist, he was a 
man of broad interests, notably in the 
field of scientific research, and was the 
author of more than 140 published 
papers. He was accorded many honors 
and awards. 

Dr. Friedenwald was associate pro- 
fessor of ophthalmology at Johns 
Hopkins Medical School, and oph- 
thalmologist in charge of research at 
Wilmer Eye Clinic. He served as a 
member of the National Society’s 
Committee on Glaucoma and was 
chairman of the Committee on Stand- 
ardization of Tonometers, after its 
sponsorship was transferred from the 
Society to the American Academy of 
Ophthalmology and Otolaryngology. 
He added greatly to the clarification 
of practical problems in the calibration 
of tonometers and in the setting up of 
testing stations in the United States 
and Europe. 


ALBERT J. CHESLEY, M.D. 
Albert J. Chesley, M.D., for 34 


years secretary and executive officer 
of the Minnesota State Board of 
Health, died in Minneapolis on Octo- 
ber 17. He joined the State Board in 
1901. After World War I he served as 
public health expert with American 
Red Cross commissions to France and 
to Poland, and for 18 years was secre- 
tary of the Conference of State and 
Provincial Health Authorities of North 
America. 

Dr. Chesley was a member of the 
National Society’s Board of Directors, 
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having served since 1927; he also was 
a member of the Sight-Saving Review's 
Board of Editors from its initial publi- 
cation in 1931 until 1949. His knowl- 
edge and experience as an outstanding 
public health officer were of immeasur- 
able value to the Society in planning 
studies and formulating preventive 
programs for the eradication of causes 
of blindness, among them trachoma 
and ophthalmia neonatorum. 

The numerous honors and testi- 
monials bestowed on Dr. Chesley in- 
cluded the 1955 Sedgwick Memorial 
Medal, a prized award of the Ameri- 
can Public Health Association. 

A devoted and constructive worker 
has been lost both to the public health 
field and to the prevention of blindness 
movement. 


JAMES W. SMITH, M.D. 

Dr. James W. Smith, eye surgeon 
and clinical professor of ophthalmology 
at the Post-Graduate Medical School 
of New York University-Bellevue 
Medical Center, died in New York 
on October 24. In his passing the Na- 
tional Society feels an acute loss, since 
he was for many years a loyal sup- 
porter of its work. He always looked 
beyond the therapeutic requirements 
of the individual patient to the pre- 
vention of loss of sight through re- 
search and education. 

Born in Washington, D.C., Dr. 
Smith was graduated from the New 
York University College of Medicine 
in 1917. After World War I service he 
began his career as an eye surgeon. He 
was associated with the Hospital for 
Joint Diseases, Goldwater Hospital, 
Manhattan Eye and Ear Hospital and 
Rockland State Hospital. He was a 
fellow of the American College of 
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Surgeons and the New York Academy 
of Medicine. 

Dr. Smith was largely responsible 
for setting up the annual lectureship 
to honor the memory of Dr. Mark J. 
Schoenberg who, like Dr. Smith, was a 
leader in the New York Society for 
Clinical Ophthalmology. This Society 
sponsors the lecture jointly with NSPB. 

Dr. Smith’s avocation was the col- 
lection of historical manuscripts. On 
the walls of his office hung letters in 
the handwriting of four presidents re- 
ferring to trouble with their eyes: 
Thomas Jefferson, John Adams, John 
Quincy Adams and Ulysses S. Grant. 


NSPB Annual Meeting 


The annual membership meeting of 
the National Society for the Preven- 
tion of Blindness was held on Decem- 
ber 15 at the Waldorf-Astoria Hotel, 
New York City. Following reports by 
Mason H. 
Franklin M. Foote, M.D., executive 
director, there were discussions of two 


Bigelow, president, and 


subjects of current interest: ‘Control 
of Oxygen to Prevent Retrolental 
Fibroplasia in Premature Infants” by 
Jonathan T. Lanman, M.D., assistant 
New York 
University College of Medicine, and 


professor of pediatrics, 


“Electrophysiology of the Eye’’ by 
Jerry H. Jacobson, M.D., chief, eye 
section, department of electrophys- 
iology, New York Eye and Ear In- 
firmary. 

A grant of $4,000 to strengthen edu- 
cational advantages for partially seeing 
children has been made to the National 
Society by the American Legion Child 
Welfare Foundation. The gift was an- 
nounced at the meeting by Col. James 
V. Demarest, chairman of the Legion’s 
Public Relations Commission. 
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Broadcasting Eye Facts 

The Saturday Evening Post has recently 
published two valuable articles on eye dis- 
eases. On June 11 Steven M. Spencer’s 
“Mystery of the Blinded Babies”’ presented 
the results of long and careful research on 
retrolental fibroplasia, and its indubitable 
connection with inadequately controlled 
Paul W. 


Kearney, in the issue of September 3, con- 


oxygen therapy in hospitals. 


tributed a personal history of his binocular 
cataract extraction, “Surgery Restored my 
Sight,’ which included general information 
heartening to others with this condition. 

The high standards and accurate presen- 
tation of facts in both these Post articles 
represent a public service to its many read- 
ers. Information about eye ailments is espe- 
cially needed because of several recent 
books, both in board and paper covers, 
published even by reputable houses, which 
popularize much pernicious nonsense about 
eve hygiene. 


SIGHT-SAVING 


Of this the grown should be aware 
Since faulty vision life can blight: 
The children’s eyes need proper care. 

Not all are born with perfect sight. 


Sight is our country’s great concern, 
And guarded closely it should be. 

The children that are slow to learn 
May possibly be slow to see. 


We know to train their hands is wise, 

To keep them strong our plans are made, 
But take for granted that their eyes 

Will perfect be without our aid. 


Now here’s the month that’s set aside 
For saving sight which all can share. 
The vision oft at birth denied 
Still may be saved with proper care. 


EDGAR GUEST 
September 1, 1955 
Copyright by 
The Detroit Free Press; 
reprinted with permission 
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Diagnostic and Consultation Services 
for Children with Visual Defects 


HELEN M. WALLACE, M.D., MYRA PALMER, M.D. 
WALTER S. SCHACHAT, M.D., SAMUEL LOSSEF, M.D. 


and LEAH HOENIG, R.N. 


An analysis of costs, clinical findings and administration 
of the 23 eye clinics operated by the Bureau for Handi- 
capped Children, New York City Department of Health.* 


ITH the broadening of the defi- 

nition of a handicapped child 
many crippled children’s programs 
now include provision for children 
with visual defects. The New York 
City Department of Health has pro- 
vided many types of services for chil- 
dren having or suspected of having a 
visual problem, including: case finding 
among school children via annual vis- 
ual screening by the classroom teacher 
and teacher observation; operation of 
a number of diagnostic and consulta- 
tion service clinics; follow-up through 
public health nurses in schools for the 
correction of defects; payment for in- 
patient hospital care in surgical cor- 
rection cases; medical review of rec- 
ords of children recommended for 
placement in or removal from the 
special sight conservation and braille 
classes in public schools, and special 
ophthalmologic review of some chil- 
dren in such classes" ?; ophthalmologic 
survey of all foster home children 
under the care and aegis of the New 
York City Department of Welfare’; 
preservice and in-service training of 
Health Department professional per- 


* A report from the Bureau for Handicapped 
Children, New York City Department of 
Health, based on monthly service statistics 
provided by each eye clinic. 
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sonnel; and dissemination of informa- 
tion to lay and other professional 


persons. 


Operation of Clinics 

The Bureau for Handicapped Chil- 
dren operates 23 diagnostic and con- 
sultation service clinics for children up 
to the age of 21 years having or sus- 
pected of having a visual defect. 
Twenty-one of these clinics are de- 
tached from treatment agencies; 18 
are located in Health Department 
centers, three in public schools, and 
two in hospitals approved by the 
Council on Medical Education and 
Hospitals of the American Medical 
Association for residency training in 
ophthalmology. The clinics provide a 
diagnostic workup and refraction; no 
treatment is given, except that glasses 
are prescribed where indicated. 

The clinics are staffed by a team of 
two—an ophthalmologist and a public 
health assistant or clerk. Of the 40 
staff ophthalmologists, 20 are diplo- 
mates of the American Board of Oph- 
thalmology. No direct public health 
nursing or social service staff is pro- 
vided for the clinics; indirectly nursing 
service is provided through the regular 
staff of the health districts, and social 
service is available for an individual 
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TABLE | 
Cost of Operation 
Eye Clinics—1954 
Expenditure 
Ophthalmologists. ..... .$59,344.03* 
Public Health Assistants. 37,992.45** 


Service 


ES Site << aaa) acta ole 1,885.527 


; ee pene ere me $99,222.00 


* 5,083 three-hour sessions 

** 23,3081, hours 

7 1,274 hours 
child through the Bureau for Handi- 
capped Children. The 23 clinics are 
supervised administratively by the 
staff of the health district, technically 
by four part-time medical supervisors 
who are qualified ophthalmologists, 
and by a part-time public health nurs- 
ing consultant. The service is in turn 
under the administrative and _ tech- 
nical direction of a part-time medical 
administrator and two part-time con- 
sulting ophthalmologists. 

Each child referred is given a com- 
plete ophthalmological evaluation, in- 
cluding refraction, then returned to 
the referring agency with a report of 
the findings and recommendations. 
Each is seen on an appointment basis. 


Expenditures for Personnel 

During 1954 a total of $99,222 was 
expended for salaries for the direct 
staffing and operation of the 23 eye 
clinics; the largest expenditure was for 
salaries of ophthalmologists (Table 1). 
This expenditure is exclusive of indi- 
rect costs such as services provided by 
the supervisors, consultants and ad- 
ministrator, cost of equipment, use of 
space, heat, lighting, etc., which can- 
not be determined accurately. 

During 1954, children’s visits to the 
23 eye clinics totaled 58,100, repre- 
senting an expenditure of $1.71 per 
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visit for clinic personnel. A total of 
30,794 individual children was seen 
during the same period, representing 
an expenditure of $3.22 per child per 
year for clinic personnel. These ex- 
penditures are calculated on current 
salaries paid for the service—$11.675 
for a three-hour session by an ophthal- 
mologist; $1.63 per hour for public 
health assistant; $1.48 per hour for 
clerk grade two. 


Findings and Results 

Of the 58,100 examinations per- 
formed during 1954, 13,253 (23 per 
cent) were new examinations, 17,541 
(30 per cent) were first examinations 
of a previous year’s case, and 27,306 
(47 per cent) were reexaminations. 

A total of 29,429 ophthalmological 
diagnoses was made. The largest single 
type was refractive error (88 per cent), 
of which myopia or myopic astigma- 
tism account for 60 per cent and hy- 
peropia or hyperopic astigmatism 40 
per cent. Strabismus accounted for 
8.3 per cent, two-thirds of which was 
accompanied by amblyopia. ‘‘Diseases 
and defects” accounted for 2.5 per 
cent; infectious diseases and injuries 
were the two common types. Develop- 
mental anomalies account for 8 per 
cent. (Table IT). 

In addition to the 29,429 ophthal- 
mological diagnoses, 3,221 children 
were seen who had neither refractive 
errors nor ocular disease; of this num- 
ber, 2,509 needed an ophthalmological 
evaluation and the other 712 in the 
opinion of the oculist did not need this 
(in other words, are considered as 


’ 


over-referred). 

This clinic population consists of 
children referred mainly as a result of 
school screening—those who fail to 
read 20/40 on a Snellen chart or those 
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TABLE Ii 
Ophthalmological Diagnoses 
Eye Clinics— 1954 


Per 
Number Cent 


26,030 88.4 


Diagnosis 


Refractive Errors.. 


Myopia... 15,241 
Hyperopia 10,789 

Strabismus. . . © 2,437 8.3 
With amblyopia... 1,643 


Without amblyopia 794 


Developmental 


Anomalies. ..... 231 0.8 

Diseases and_Defects. 731 2.5 
Infectious diseases. 172 
Injuries. . . 107 
Other. . 452 

Total. 29,429 100.0 


who have symptoms obvious to the 
teacher. Children with obvious pathol- 
ogy are referred directly to private 
ophthalmologists or recognized hos- 
pital eye clinics. 


Administrative Lessons 

One of the knotty problems in the 
administration of any clinic service is 
the patient-staff ratio. In the eye clin- 
ics sessions are so planned that an 
individual ophthalmologist will see 12 
children per three-hour session, both 
new patients and revisits. In 1954, 
5,084 ophthalmologist’s sessions were 
used for 58,100 children’s visits, or an 
average of 11.4 per session. This ratio 
has worked reasonably well; it allows 
sufficient time for the necessary medi- 
cal work and for patient and parent 
counseling. 

In addition to the 58,100 children’s 
visits in 1954, 38,283 other visits were 
scheduled. This high percentage of 
broken appointments (39 per cent) is a 
serious problem. Studies of the factors 
involved are indicated: for example, it 
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is not known whether this problem is 
a greater one for initial visits or re- 
visits; or due to inability to secure 
glasses because of economic reasons; 
or related to the need for better inter- 
pretation by the referring agency, or 
due to attitudes of the clinic person- 
nel, to inclement weather, etc. 

Sources of referral to the eye clinics 
provide leads in regard to program 
development. Approximately 97 per 
cent of the children referred were of 
school age (90 per cent from school 
health service, and 7 per cent from 
working paper clinics). Only 1.6 per 
cent were preschoolers referred by 
child health stations of the Depart- 
ment of Health and by day care cen- 
ters in the community. This low re- 
ferral of preschool children is a reflec- 
tion of the lack of a preschool vision 
screening program in the community 
(Table ITI). 

During 1954, a total of 12,357 chil- 
dren were terminated from service by 
the 23 eye clinics; a number almost 
parallel to that of new children ad- 
mitted to the service for the first time. 
The outstanding single reason for ter- 
mination was failure to attend (59 per 
cent); this may also be related to the 
high percentage of broken appoint- 
ments. Other reasons were no need for 


TABLE Ill 
Sources of New Referrals of Children to 
Eye Clinics—1954 


Number of Per 
Source Children Cent 


School health service. 11,919 89.9 


Working paper clinics 951 7.2 
Child health stations. 105 0.8 
Day care centers.... 101 0.8 
Foster home children. 43 0.3 
6 eee 134 1.0 

, ene 13,253 100.0 
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further follow-up (24 per cent), trans- 
fer to other eye treatment agency (7 
per cent), or to another eye clinic 
in the Health Department (2 per cent). 


Discussion 

The most important basic question 
intermittently raised concerning the 
operation of these eye clinics has been: 
“Is this type of service necessary? Or 
might there be another type of com- 
munity plan which is more feasible?” 
While there have been mixed opinions 
among the personnel responsible for 
program planning and policy forma- 
tion, several basic facts cannot be 
ignored. With the current overcrowd- 
ing of hospital out-patient depart- 
ments, it is felt that it would be unwise 
to disband the 23 eye clinics and throw 
59,000 additional children’s visits by 
31,000 children upon them. It is doubt- 
ful if this large patient load could be 
readily absorbed by the hospitals 
while maintaining quality of service. 

An alternate plan would be the pur- 
chase of the services of qualified prac- 
ticing ophthalmologists in their pri- 
vate offices. This involves the question 
of how to insure reasonable quality of 
service, and the necessary follow-up. 
One possible solution is a children’s 
eye clinic in connection with an indi- 
vidual hospital, with some degree of 
joint staffing and supervision; this 
plan has the advantage of integrating 
a diagnostic service with a treatme it 
service. Thus far the Bureau for Handi- 
capped Children has been able to in- 
terest two hospitals in experimenting 
with it. 

The fact that 88 per cent of the 
ophthalmological diagnoses represent 
refractive error raises the question as 
to whether a team of an ophthalmolo- 
gist and an optometrist might be fea- 
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sible in an individual eye clinic. This 
plan has been in operation in some 
hospital eye clinics and apparently is 
working satisfactorily. At present, 
plans are being considered to try the 
method in one eye clinic. 

The facts presented demonstrate 
that the major need in program devel- 
opment relates to children before they 
enter school. It has been traditional in 
New York City to build services for 
the handicapped of most categories 
around the school-age child. That this 
is a fallacy in any diagnostic group of 
handicapped children is apparent, in- 
cluding the field of visual defects. For 
example, the optimum time for case- 
finding of a child with strabismus is 
during the preschool period before 
amblyopia is fixed. The fact that two- 
thirds of the children with strabismus 
seen in the eye clinics had already de- 
veloped amblyopia (Table II) empha- 
sizes the need for a program for 
preschoolers. 

This analysis of the eye clinic serv- 
ice demonstrates the need for adminis- 
trative studies on the reasons for the 
high percentage of broken appoint- 
ments, and the status of children ter- 
minated from the service. These two 
basic studies should provide leads as 
to how to improve the quality of 
service rendered. 

The data used in this study are 
those routinely provided by each eve 
clinic in monthly service statistics. No 
special study was necessary. 


Summary 

An analysis of the operation of 23 
eye clinics for children in 1954 has 
demonstrated the following facts: 


1. The expenditure for clinic service 
personnel amounts to $1.71 per 
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clinic visit and $3.22 per child per 
year. 


2. The largest single type of diagnosis 
reached was refractive error (88 per 
cent). Strabismus accounted for 8 
per cent; ‘‘diseases and defects,” 
2.5 per cent; developmental anom- 
alies, 8 per cent. 

3. An average of 11 children were seen 
per three-hour ophthalmologist’s 
service. 

4. Approximately 97 per cent of the 
children seen were of school age. 


on 
e 


Approximately 4 per cent of the 
children seen were referred to eye 
treatment agencies for further oph- 
thalmological attention. 


The implications of these findings 
are discussed from the viewpoint of 
program planning and further devel- 
opment of services for children with 
visual defects in the community. 
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HAZARD 

According to \West Coast news reports a 
12-year-old los Angeles boy lost the sight 
of one eye as a result of a freak accident a 


few weeks ago. He and several other young 
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NEW JERSEY SURVEY 
OF HANDICAPPED CHILDREN 


A survey of handicapped children in 
New Jersey is reported in Found, a 
publication of the State Department 
of Education in the State of New 
Jersey. The survey was a special task 
of a committee authorized by the 
State Board of Education, and was 
based on 31,742 questionnaires re- 
turned to the office of each county 
superintendent by June 30, 1953. The 
classification of handicaps included 
mentally retarded and various physi- 
cal conditions. 

Of the 17,411 handicapped children 
professionally identified, 519 were par- 
tially seeing; of these, 416 were receiv- 
ing special educational help. 

Among the needs revealed by the 
survey were: additional facilities to 
identify, test, and classify the handi- 
capped; specially trained teachers of 
the handicapped; revision of existing 
legislation to aid education of the 
handicapped; intensive study of con- 
temporary school curriculum; coordi- 
nators of special education whose 
services would be available to every 
county superintendent of schools. It 
was found that the great need for spe- 
cial education is in the rural areas. 

In a foreword Commissioner F. M. 
Raubinger reports that the State De- 
partment of Education now has the 
services of a director of special educa- 
tion and that further personnel will be 
made available to school districts. 


OF DRY ICE 


sters were playing with dry ice, watching it 
“boil” in a capped glass bottle. The bottle 
exploded, sending flying pieces of glass into 


the boy’s eyes. 
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NOTES AND COMMENT 


e Eyes, Color and Light 

With the aim of creating a light- 
and-color environment for man which 
will suit his visual apparatus many 
learned societies are making sustained 
studies of the eye. Increased under- 
standing of normal and abnormal color 
vision and light adaptation provides a 
basis for future standards of chroma- 
tology and illumination which will be 
adopted on an international basis. 

At the International Congress of 
Psychology in Montreal during June 
symposiums were held on color vision 
and on sensory factors of light and 
color. Five psychologists and an op- 
tometrist are working in the Vision 
Branch of the US Naval Medical Re- 
search Laboratory at New London, 
Connecticut. Among their studies are 
scotopic and mesopic luminosity, dark 
adaptation, color aptitude testing, and 
psychophysical measurements of color 
zones. 

The Colour Group of the British 
Physical Society is carrying on studies 
of color-matching and_ brightness- 
matching properties of the eye, which 
may lead to revised international 
standards of chromaticity. 

During June a conference was held 
at Heidelberg under the title ‘‘Inter- 
national Discussion of Problems in 
Color Metrics,” 
by 150 specialists from many coun- 


which was attended 


tries. The American delegation was 
the largest ever to attend a color 
conference in Europe. The three sub- 
jects discussed were color adaptation, 
color vision, and color tolerances. 
Another large American group at- 
tended the International Commission 
on Illumination meeting in Zurich in 
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June. The Commission has set up 
standards for terminology, units of 
measurement, and lighting practice 
which are recognized in most parts of 
the world. There is growing emphasis 
on the human side of lighting, such as 
the effects of proper illumination on 
learning in schools and on health. 

The Inter-Society Color Council is a 
coordinating body which knits together 
the work of many American organiza- 
tions. Its subcommittee on color blind- 
ness has been active in validating the 
pseudoisochromatic test developed by 
the late LeGrand H. Hardy. 


e New Eyes for the Needy 

More than 20,000 needy persons all 
over the world are being supplied 
spectacles every year by New Eves for 
the Needy, of Short Hills, New Jersey. 
This unique organization salvages old 
and discarded eyeglasses and frames 
sent in by mail, and maintains a cash 
fund from other gifts of gold and silver 
scrap such as dental fillings and 
jewelry. 

New Eyes was founded in 1932 by 
the late Mrs. Julia Ward Terry, and is 
carried on by the Short Hills Junior 
Service League, under the chairman- 
ship of Mrs. David Stagg. Volunteer 
workers sort over the piles of con- 
tributions. Sunglasses, simple magni- 
fying spectacles, and those for myopia 
and cataract are distributed through 
hospitals and other institutions as far 
away as Africa and India. Recently 
18,000 pairs of sunglasses were sent to 
a leper colony on Okinawa for use by 
these light-sensitive patients. 

The scrap metal sold to refiners 
brings in funds to supply prescription 
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spectacles for the needy. New Eyes 
has standing funds for this purpose in 
31 city hospitals in various parts of the 
country. Other hospitals and welfare 
agencies are given contributions on 
request and individuals whose need is 
certified may apply directly to the 
Short Hills headquarters. 

As its contribution to the nation’s 
observance of September as “‘Sight- 
Saving Month,’ New Eyes made a 
gift of $1,500 to the National Society 
for the Prevention of Blindness for 
research into the causes of blinding 
eye diseases. 

On the suggestion of the industrial 
service director of NSPB an effort will 
be made to channel discarded indus- 
trial eye safety materials such as tinted 
lenses to the Short Hills distributors. 


e Hidden Accident Causes 

Evidence that accidents are often 
caused by an unsuspected physical 
defect was found in a questionnaire 
study of 350 cases by Marion Gleason 
and Dr. Peter Gleason, issued as a 
leaflet by the Massachusetts Medical 
Society. The researchers devised a list 
of questions aimed at revealing sen- 
sory and neuromuscular disorders, and 
answers were given voluntarily by 
accident victims. 

Forty-five per cent reported visual 
defects, the highest ratio among acci- 
dent-disposing subclinical disorders. 
Twenty-four per cent revealed hearing 
limitations, 27 per cent reported symp- 
toms of possible petit-mal seizures, 
and 28 per cent said that they had at 
some time received severe blows on 
the head. 

“Nicotine intoxication can cause 
diminished visual acuity, and the in- 
ability to distinguish red,” the re- 
searchers comment. ‘“The use of alco- 
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hol . . . can increase the effects of 
nicotine intoxication until it becomes 
suddenly acute. Is there a correlation 
between this type of intoxication and 
traffic accidents?” 

Accidents of all sorts might be re- 
duced, the researchers believe, if a 
carefully devised questionnaire was 
given patients by the family doctor as 
part of history-taking. In this way 
latent troubles which may dispose to 
accidents can be detected. 


e Massachusetts Manual 

High standards of eye care are pre- 
sented in the current school health 
manual prepared jointly by the Massa- 
chusetts Departments of Education 
and Public Health. This handbook 
gives detailed instructions about perti- 
nent factors of visual health. 

The teacher is expected to observe 
and report symptoms of eye troubles, 
to urge upon parents the early treat- 
ment of strabismus, and to participate 
in the annual vision test (required by 
state law) in order to learn more about 
the eyes. At least one person in each 
school system is trained in using 
the Massachusetts Vision Test. After 
screening children with visual defects 
are referred to an ophthalmologist, 
and only on his recommendation is a 
child assigned to a class for partially 


seeing. 


¢ Boston Infirmary Expands 


Completion this fall of the new Re- 
search Center for the Massachusetts 
Eye and Ear Infirmary will provide 
quarters for the research and teaching 
activities which have greatly expanded 
in the last decade. The Center will 
consist of three floors added to a build- 
ing connecting the Infirmary and the 
Massachusetts General Hospital. 





The Sight-Saving Review 





on 








if 


n 








The Infirmary, established in 1824, 
serves all New England. Last year 
there was a total of 41,206 visits in the 
Eye Clinic and 3,787 eye operations 
were performed. Besides patient care 
the Infirmary trains young ophthal- 
mologists in cooperation with Harvard 
and Massachusetts General Hospital, 
giving them 33 months in residence. 
Many European ophthalmologists and 
nurses have been coming in recent 
years for advanced studies. 

The new Research Center will house 
the library, service laboratories for 
pathology, bacteriology and _ blood 
chemistry, and the famous Howe 
Laboratory directed by Dr. David 
Cogan. 


e Detroit’s Special Classes 

Beginning its fortieth year of special 
education for partially seeing children, 
Detroit had 21 classes in the elemen- 
tary schools, five in the intermediate, 
and two in high schools, according to 
the 1954 report of the Board of Educa- 
tion, “Special Education for Handi- 
capped Children.” The city pioneered 
in this work in 1915, following closely 
on Boston and Cleveland, which 
opened the first special classes in 1913. 

A pupil is eligible for placement in a 
special classroom if his visual acuity 
is between 20/70 and 20/200 in the 
better eye after correction, or if he 
suffers from a serious progressive eye 
defect. He is admitted through the 
Vision Education Center after exam- 
ination by the family oculist and the 
ophthalmologist of the city Depart- 
ment of Health. 

Classes are limited to 15 pupils, and 
the classroom is a model of good seeing 
conditions. Large-type books, mov- 
able desks, and jumbo-type type- 
writers are provided. The curriculum 
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follows that of the school in which the 
class is located. To avoid eyestrain 
oral work is emphasized. In the ele- 
mentary schools the children receive 
instruction in the three R’s, spelling 
and typewriting in their special class, 
and join the regular classes for other 
subjects. Junior and senior high school 
pupils are taught with the regular 
classes, and prepare their lessons in the 
sight-saving room under the direction 
of the special teacher. 

The teacher makes an annual call on 
the family of each pupil to encourage 
provision of good seeing conditions at 
home, and a healthful regimen for the 
child. 

In 1937 there were more than 500 
pupils in special classes, but today 
there are less than 400, due to ad- 
vances in the care of eye conditions. 
Certain myopia cases are no longer 
assigned to special classes, as medica! 
and school authorities agree this is not 
necessary. 


e Shifts in Blinding Diseases 


Reductions in blindness caused by 
trachoma and syphilis, and increases 
in the percentage blinded by prenatal 
abnormalities and glaucoma were re- 
ported by Dr. K. W. Cosgrove to the 
Arkansas State Medical Society in 
May. The trachoma and_ syphilis 
rates in the state, while steadily de- 
creasing, are still well above the na- 
tional average for these diseases. 
Trachoma, now causing 12 per cent of 
the cases of blindness in Arkansas, is 
only two per cent in the nation as a 
whole. Syphilis nationally causes blind- 
ness in 5.8 per cent, and in Arkansas 
in 7.9 per cent. 

The trachoma control program 
started in 1939. It was discontinued 
in 1952 after about 8,000 cases had 
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been treated because very few new 
cases were found. The trachoma belt 
is in the northwestern counties and 
has attacked only the white race. The 
Negro population, which is largely in 
the southeast counties, has a high in- 
cidence of blindness from glaucoma 
and syphilis. 

Dr. Cosgrove praised the work of 
the Remedial Eye Service, started in 
1940 under the Welfare Department. 
This state service furnishes examina- 
tions and if necessary treatment and 
surgery to all applicants. During the 
last three years there has been an in- 
crease in the number of patients, 
mostly because of the emphasis being 
placed on remedial work in glaucoma. 


e Isotopes Reveal Tumors 

The use of radioactive isotopes in 
the diagnosis of intraocular tumors 
was discussed at the annual congress 
in April of the 
Society of the United Kingdom and 


( )phthalmological 


reported on in the British Medical 
Journal, May 21. Mr. Anthony Palin 
and Dr. R. C. 


paper describing a satisfactory test 


Tudway presented a 


made on eyes already clinically suspect. 

Adult patients were given one mil- 
licurie of radioactive phosphorus in 
water sipped through a straw, and 24 
hours later a technician who had no 
knowledge of the site of the tumor 
took readings with a Geiger counter 
of the affected and the iellow eyes. In 
general the significant difference be- 
tween the affected and control eyes 
was 40 per cent or over, and cases of 
malignant tumor showed a wide dif- 
ferential. 

The results of the readings depended 
not on pigmentation but on hyper- 
active cell metabolism which results in 
excess takeup of isotopes. The authors 
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said that in the acute stage uveitis 
might produce a misleading result 
with this test. It is not at present of 
value in gliomata in young children. 


¢ Color Vision Screening 

For rapid screening and evaluation 
of color blindness the American Opti- 
cal Company has perfected, with the 
cooperation of ophthalmologists and 
color vision experts, a set of pseudoiso- 
chromatic plates. The work was started 
in 1943 in conjunction with the testing 
program of the Inter-Society Color 
Council subcommittee on color blind- 
ness and was supported in part by a 
contract between the U.S. Office of 
Naval Research and Columbia Uni- 
versity. The test was based on re- 
search by the late LeGrand H. Hardy 
and his associates, Gertrude Rand 
and M. Catherine Rittler. 

The test is simple to administer and 
can be used even for illiterates and 
children. The plates consist of a basic 
pattern of disks, some in neutral grey 
inks varying in brightness and the rest 
in colors. Colored symbols, a cross, 
triangle, and circle, are seen by the 
normal eye against a grey background, 
but the color-deficient person sees a 
page composed totally of grey disks. 

The screening test of six plates takes 
less than a minute to complete, and 
shows the subject normal, red-green 
deficient, or blue-yellow deficient. Ten 
additional plates are shown the red- 
green subjects, and four the yellow- 
blue to diagnose the type of defect. 

It is essential that any color test be 
carried out under standard lighting 
conditions. For this new H-R-R test, a 
lamp with a color temperature of 
6750° Kelvin is needed, and this kind 
of light is provided by the Macbeth 
Easel lamp. 
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e Advances in Medical Sciences 

“We are making more progress to- 
ward relief or amelioration of the 
effects of disease than toward under- 
standing of its basic underlying causes, ”’ 
Dr. C. J. Van Slyke said in an address 
delivered at the March 23-25, 1955 
National Health Forum. ‘‘This is par- 
ticularly true for the chronic illnesses. 
I raise this point only to emphasize the 
continuing need for the fundamental 
studies necessary to the ultimate goal 

prevention. 

“These fundamental studies include 
the traditional clinical and laboratory 
investigations and also those studies 
involving man in his environment, 
both normal and abnormal. If medical 
science applies the knowledge and 
techniques of epidemiology, statistics, 
economics, sociology, anthropology, 
and related fields to these fundamental 
investigations, it may find that the 
latter fields have as much potential for 
identifying the factors in disease cau- 
sation as the clinical and laboratory 
studies. 

“IT do not, of course, challenge the 
validity of the scientific method which 
seeks understanding of the processes 
of health and disease through micro- 
scopic and submicroscopic approach. 
I stress, rather, that if is time for us to 
give emphasis also to the study of man 
as a ‘‘supramacroscopic”’ organism, if 
you will—and ¢o study the whole man in 
relation to other men and to the environ- 
ment in which they live. 

“For this kind of study, the investi- 
gators are not only the physicians, but 
also the epidemiologists, the biostatis- 
ticians, the social workers, the nurses, 
the public health workers, the indus- 
trial physicians, the sociologists and 
physiologists, the anthropologists and 
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historians—all those who can con- 
tribute to better understanding of man 
and his emotional, intellectual and 
physiological responses to the world 
about him.” 


e Lions for Eye Health 

The first mass screening for glau- 
coma west of the Mississippi was held 
by the Lions Club of Glendale, Cali- 
fornia in cooperation with the Cali- 
fornia Committee of the National So- 
ciety for the Prevention of Blindness. 
The all-day clinic held March 9, 1955 
was open to all citizens over 40, and 
was conducted by eight ophthalmolo- 
gists who contributed their services. 
They gave tonometric examinations to 
702 persons, and noted increased pres- 
sure in between five and six per cent. 
The local press was helpful in alerting 
the community to the importance of 
early glaucoma detection. 

Lions clubs over the country con- 
tinue their long campaign for eve 
health, contributing funds for research, 
for vision screening of school children, 
for eye clinics and sight conservation 
programs, and for individuals needing 
eye surgery. 

The Massachusetts Lions Eye Re- 
search Fund has created the E. B. 
Dunphy Fellowship for Eye Research, 
carrying an annual stipend of $5,000. 
The fellowship is awarded on a yearly 
basis for research carried on in Massa- 
chusetts. Drs. David G. Cogan, Charles 
Schepens, William Stone, Jr., and 
Edwin B. Dunphy compose the award- 
ing committee. 

e Mail Order Glasses 

A Chicago mail order company urg- 
ing the ‘‘do it yourself’’ method of eve 
testing has been ordered to cease and 
desist by the Federal Trade Commis- 
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sion. The Advance Spectacle Company 
had been advertising cheap glasses 
which the prospective customer would 
choose after ‘‘testing’’ his vision with 
an assortment of lenses sent him on 
loan by the company. 

In its order of May 20, 1955 the 
Federal Trade Commission directed 
the company to cease implying in its 
advertisements that the spectacles 
sold after this amateur testing ‘“‘will 
correct, or are capable of correcting, 
defects in vision of persons unless ex- 
pressly limited to those persons ap- 
proximately forty vears of age and 
older who do not have astigmatism or 
diseases of the eye and who require 
only simple magnifying lenses.”’ 


¢ Big Plant Safest 


The Connecticut Labor Department 
reported in Safety News & Views of 
October, 1954, that firms employing 
500 or more persons had the lowest 
accident frequency rates of all size 
groups during 1953. The rate for these 
plants was 6.1, which was less than 
half the average for all firms. Pointing 
to the fact that nearly all establish- 
ments of this size have safety person- 
nel and well organized programs, the 
Labor Department viewed the 6.1 
rate as further evidence that organized 
safety does pay dividends. 

The second best record was achieved 
by the next largest size group, the 
firms with 250 to 499 workers, which 
had an accident frequency rate of 11.7. 
Many in this group also have organ- 
ized safety programs. 

The third best record was found in 
the smallest size group, those with 24 
workers or less, which had an average 
rate of 13.3. It was felt that the prin- 
cipal factor in keeping accidents low 
there was the close personal relation- 
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ship between owners and their em- 
ployees. 

The highest accident frequency rate, 
17.5, was found in the medium size 
firms employing 25 to 249 workers. 
Noting that most of these companies 
have neither safety programs nor close 
owner-employee relationships, the De- 
partment of Labor emphasized the 
need for making all possible remedial 
efforts in the future. 

Although the note in Safety News & 
Views does not specifically mention 
eve accidents, it follows that eye in- 
jury rates reflect the better safety 
records of the larger plants. 


e Sharon Eye Institute 

Various groups interested in the 
prevention of blindness cooperated in 
holding an Eye Institute in Sharon, 
Pennsylvania, during April, the first 
such meeting to be held in Mercer 
County. The county branches of the 
Pennsylvania Association for the Blind 
and the Federation of Women’s Clubs 
were sponsors for the meetings, under 
the general chairmanship of Mrs. 
Louis Rosenblum. 


KANSAS MOVES AGAINST RLF 


A recommendation that oxygen be not 
used in premature infants except as a life- 
saving measure and then only in small 
amounts has been made by the Committee 
on Conservation of Eyesight of the Kansas 
Medical Society. In an attempt to prevent 
retrolental fibroplasia or to diagnose it early 
the Committee advised that all premature 
babies have a fundus examination within 
two days after birth and again at the time 
of discharge from the hospital. 

Other suggestions by the Committee con- 
cerned a glaucoma diagnostic survey, the 
distribution by social workers of pamphlets 
on eye conditions, and student teacher 
training in the use of the Snellen chart. 


The Sight-Saving Review 














AROUND THE WORLD 


ARGENTINA 


Classes for the Partially Seeing. Four 
classes for children with partial vision 
have been established in the Buenos 
Aires public schools. Since each class 
serves a district, elementary and sec- 
ondary pupils are included, but the 
groups are limited to a dozen children 
each so that the teacher can give them 
individual The 
used in the United States are followed, 
and Winifred Hathaway’s ‘‘Education 
and Health of the Partially Seeing 
Child’”’ has been taken as a guide to 
teaching practices. 


attention. methods 


BRITISH EMPIRE 

Advances in Blindness Prevention. In the 
five years since the British Empire 
Society for the Blind was organized, 
remarkable advances have been made 
both in welfare installations, research 
and preventive work. The Society’s 
report for the 15 months ending 
March 31, 1955 announces that sur- 
veys of the extent and causes of blind- 
ness have been made in areas contain- 
ing 24,000,000 inhabitants. Many local 
governments have opened eye clinics, 
and important control measures have 
been undertaken. 

One of the most vigorous drives is 
now going on in West Africa, which 
probably has the highest incidence of 
blindness in the world. Much of it is 
caused by onchocerciasis, the “river 
blindness” of which the fly Simulium 
is the vector. In the North Gold Coast 
six persons out of ten are infected, and 
blindness follows in about seven per 
cent of the cases. In this region and 
Nigeria, Sierra Leone and the Gambia 
there are 400,000 blind. The Society’s 
West African Survey has an ophthal- 
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mologist directing the work of testing 
various drugs and surgical techniques, 
and an entomologist studying the 
complicated problem of controlling 
the Simulium fly. 

Onchocerciasis is a scourge also in 
parts of Kenya and Uganda. In the 
East Coast of Africa trachoma affects 
at least a quarter of the population, 
and in some areas is pandemic. These 
two diseases were prevalent in East 
Africa when the first explorers from 
Europe arrived. An ophthalmic survey 
and mobile clinic based in Kenya has 
made a good start in curing ocular dis- 
eases and educating the natives in eye 
care. In Central Africa measles, con- 
junctivitis, untreated cataract, and 
the use of destructive native medi- 
cines have led to an alarming rate of 
blindness. Preventive work has been 
started in the Rhodesias and Nyasa- 
land, Uganda and Tanganyika. 

In North Borneo and Sarawak the 
local governments have appointed an 
ophthalmic surgeon to establish eye 
clinics. In Hong Kong an investigating 
committee appointed by the govern- 
ment found nearly 5,000 blind people, 
and concluded that three-fourths of 
the blindness in the territory was pre- 
ventable. Gibraltar has a special class 
for partially seeing children. In the 
Caribbean, a special fund will launch 
the ‘British West Indian Campaign 
Against Blindness.” 


JERUSALEM 

Eye Hospital Rebuilt. The Journal of 
the American Medical Association re- 
ports that the Ophthalmic Hospital of 
St. John is being rebuilt on a new site, 
which Sir Stewart Duke-Elder was in- 
strumental in finding. Ground has 
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been purchased outside the old city, 
and it is hoped that building will be 
completed by the end of 1956. The 
hospital will have 70 beds, and a spe- 
cial wing for the research institute 
which will be under the control of the 
Order of St. John. The research staff 
will include a medical director, three 
British scientists, three Arab scien- 
tists, and a number of technicians, and 
will devote much of its time to tra- 
choma studies. The initial cost of the 
hospital and institute is estimated at 
$700,000. 


MOROCCO 

Trachoma Checked by WHO. A dra- 
matic reduction in the scourge of 
trachoma has been effected in South- 
ern Morocco by three successive sum- 
mer campaigns directed by the World 
Health Organization. Eve disease has 
been pandemic in the district south of 
the Atlas Mountains which is afflicted 
with winds, flies, poverty, and igno- 
rance of hygiene. 

In this area exacerbations of tra- 
choma are connected with 
Koch-Weeks conjunctivitis which ap- 
during the fig- 


closely 
pears in summer 
ripening and fly-breeding season. It 
was decided to attack conjunctivitis 
with three weapons used in test dis- 
tricts singly or in combination: fly 


control, aureomycin ointment, and 


sulfonamides given orally. 

Seventeen mobile teams, including 
five ophthalmologists, began work the 
summer of 1953, and have reached 
340,000 patients in the three main dis- 
tricts of Southern Morocco. In the Dra 
and Dades valleys aureomycin oint- 
ment was used as the sole therapy, and 
tubes were widely distributed to na- 
tives who learned to treat themselves. 
Here serious cases of trachoma were 
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reduced from 60 per 100 of population 
to 9, other cases being mild or inactive; 
and the seasonal conjunctivitis was 
virtually eliminated. In the Tafilalet 
region sulfonamides and fly control 
were used together, reducing acute 
conjunctivitis from an incidence of 
25.7 to 1.8 per hundred. In many test 
districts new cases of trachoma have 
been cut to zero or a fraction of the 
usual incidence. 

A well-equipped mobile operating 
theatre provides surgical treatment of 
trichiasis and other serious lesions. In- 
struction of the natives in sanitation 
has been a valuable part of the pro- 
gram, which will extend into 1956. 


SPAIN 

Latin Society to Meet. The use of 
acrylics in ophthalmology will be the 
subject discussed at the meeting of the 
Latin Ophthalmologic Society in 
Madrid, April 24 to 28, 1956. Papers 
will be presented by M. Arruga, 
Barcelona; Giambattista Bietti, 
Parma, Italy; Louis Paufique, Lyon, 
France; Benedetto Strampelli, Rome; 
D. O. Ferber-Paisan, Havana; and 
D. Legrand of Nantes. 

Inquiries may be addressed to the 
secretary-general of the Congress: Dr. 
Costi, Montalban 3, Madrid. 


UNION OF SOUTH AFRICA 

Eye Care Program Expands. Widening 
of its blindness prevention work was 
stressed in the twenty-fifth anniver- 
sary report of the South African Na- 
tional Council for the Blind. In 1946 it 
established the Bureau for the Preven- 
tion of Blindness, which began with an 
educational program and a series of 21 
ophthalmic surveys in the Transvaal, 
with financial help from the Depart- 
ment of Health. 
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The specialists found that eye 
health varied widely from one native 
district to another, with some areas 
riddled with eye diseases. Since a long- 
range program was necessary, the 
Priory of St. John in Pretoria estab- 
lished an ophthalmic hospital to train 
doctors and nurses and function as a 
research center. 

The first ophthalmic field unit was 
launched in October 1952. The mobile 
eye clinic carries an eye surgeon, two 
nurses—one a native—and a native 
social worker. A panel of ophthalmolo- 
gists make tours in rotation, serving 
for a nominal fee. Mission hospitals 
undertake the advance work of mobi- 
lizing the natives for eye examinations 
and necessary surgery. 

In their first six tours in northern 
Transvaal the field workers found that 
out of 4,123 patients with eye diseases 
3,284 had trachoma or conjunctivitis. 
The picture was quite different in 
Natal, which the unit visited in 1955. 
Here there was almost no trachoma, 
perhaps because the Bantu of the area 
live in widely scattered huts, unlike 
the natives of northern Transvaal. 
Senile cataract was the chief ailment 
in Natal, along with an extremely high 
percentage of corneal lesions, probably 
connected with malnutrition. 


VENEZUELA 

Causes of Blindness. According to Dr. 
José Manuel Espino of Caracas, there 
has been a great improvement in eye 
health in Venezuela, due to the in- 
creased number of ophthalmologists in 
practice, the eye services in the public 
schools, and prophylactic measures 
against venereal disease. 

A full statistical study of eye health 
could not be made, and Dr. Espino 
was able to gather figures only from 
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government clinics serving about a 
fifth of the population. He made a 
rough estimate of a blindness inci- 
dence of one per cent of these eye 
clinic patients, based on the figure of 
216 cases of blindness out of 20,500 
eye examinations during five recent 
years. 

Only three cases of trachoma and 
four of cataract were recorded as 
causes of blindness in the 216 cases. 
Glaucoma was the cause in 102 in- 
stances, optic atrophy accounted for 
42 (of which 25 were syphilitic), and 
corneal leukomas for 19. 


LAG IN APPLYING KNOWLEDGE 


Although present-day knowledge regard- 
ing the diagnosis, treatment and prevention 
of diseases and the maintenance of normal 
health is incomplete, it is far in advance of 
the application of that knowledge to the 
needs of individuals, families or communi- 
ties. There is a great lag between that which 
is known and that which is applied. 


WILLARD C. RappLeYE, M.D., 


Dean, Faculty of Medicine, Columbia 
University, in commencement address at 
Cornell University Medical College. 


Belief in witches is still strong in the 
Southwest. A story sent out from Phoenix 
by the United Press September 18, 1952, 
reports the arrest of an Arizona rancher 
who shot a woman because she was a witch 
and had put a curse on his wife that blinded 
her. The rancher was quoted as saying, 
“She sprinkled powder on my wife back in 
1942 and she started going blind. Doctors, 
healers, and all the others couldn't help her. 
I spent a lot of money and traveled many 
miles trying to get her cured, but she just 
got worse. There was no cure but this.”’ 


From Cultural Difference and Medical 
Care by Lyle Saunders. Russell Sage 
Foundation, 1954. 
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CURRENT 


Ophthalmologic Research in 
Britain. Sir Stewart Duke-Elder. 
American Journal of Ophthalmology. 
Vol. 39, Part 11, p. 43. April 1955. 

The inspiration of American oph- 
thalmology came initially from Eng- 
land, whose Moorfields Hospital was 
the first in the world devoted to dis- 
eases of the eye, and is still the largest. 
Here Edward Delafield was stimu- 
lated to found the New York Eye and 
Ear Infirmary in 1820, and he in turn 
inspired Edward Reynolds in the 
creation four years later of the Massa- 
chusetts Charitable Eye and Ear 
Infirmary; the first two eye hospitals 
in America. 

In the field of clinical ophthalmol- 
ogy and related biochemical and phys- 
iologic studies the greatest surge of 
activity in England began in 1851 
when Sir William Bowman was elected 
a full This 
extraordinary man was the founder of 
British scientific ophthalmology, and 
other great figures rose during the 
next 60 Treacher Collins, 
George John 
among them. 

British research fell into the dol- 
drums from 1914 to 1946, due to lack 
of material facilities and to an individ- 
ualistic system in an era where close 
cooperation between specialists in a 
dozen fields was needed to elucidate 
each problem. The Institute of Oph- 
thalmology in London was founded in 
1947 with the aim of keeping clinical 
contact with Moorfields on the one 
hand, and drawing new ideas from the 
pure sciences on the other. Here there 
are associated specialists in physiol- 
ogy, biochemistry, physics, pathology 


surgeon to Moorfields. 


years: 


Coats, and Parsons 


234 





ARTICLES 


and bacteriology. This central core of 
professionals drawn from other dis- 
ciplines is important, for ophthal- 
mology has in the past suffered much 
from the amateur. Drawing on the 
human material of Moorfields, there 
are research clinics on glaucoma, ret- 
inal detachment, corneal grafting, 
and uveitis. 


Research in Ophthalmology. Alan 
C. Woods. American Journal of Oph- 
thalmology. Vol. 39. Part 11, p. 29. 
April 1955. 

Ophthalmic research developed late 
in America, and many important 
problems remain unsolved. In its be- 
ginnings ophthalmology was mixed 
with elements of magic and supersti- 
tion, as we find in the Babylonian 
Code of Hammurabi of 2250 B.C., and 
the Egyptian Ebers papyrus 700 years 
later. These elements were cast aside 
by the “Father of Ophthalmology,” 
Hippocrates, in the fifth century B.C. 
He introduced the science of observa- 
tion and inductive reasoning. 


The science then developed through 
Aristotle, who had almost modern 
ideas of the physiology of vision, 
through the Roman school of Celsus 
and on to Galen, the great anatomist 
and physiologist of antiquity. Almost 
no advance was made during the Dark 
and Middle Ages, and even in the 
Renaissance there were few contribu- 
tions beyond the brilliant work of 
Leonardo da Vinci in physiologic 
optics. 

The 17th century was notable for 
further advances in optics by Kepler, 
anatomic studies by Fabricius and 
Ruysch, and the histologic studies of 
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Leeuwenhoek. Quarre’s 


Anton van 
work on cataract was the foundation 
for the work in the next century of 
Jacques Daviel, who made the first 


modern operation for the extraction of 
the lens. 

Modern ophthalmology began in 
the 19th century, when the discovery 
of bacteria as the cause of disease, the 
introduction of surgical asepsis and 
anesthesia, and the general develop- 
ment of the sciences opened up vast 
fields for research. Great centers of 
study Europe. Von 
Graefe and his pupils; Leber, Arlt, 
and Cohnheim, and Helmholtz with 
his invention of the ophthalmoscope 


developed in 


created a golden age of ophthalmology. 

While the German school had a pro- 
found influence on Americans it did 
not stimulate research. The spark 
which kindled real interest in ophthal- 
mic pathology in this country was sup- 
plied by Frederick Verhoeff in the 
early years of this century, but the 
tremendous development of American 
research began only three decades ago. 

The unsolved problems in ophthal- 
mology today are many and diverse. 
Our ignorance of the cause of senile 
cataract is almost as complete as in the 
days of Hippocrates. Much work lies 
ahead in the etiology of glaucoma and 
uveitis, the physiology and interplay 
of retinal elements, and the actual 
mechanism of vision. Our therapeusis 
is equally inadequate; some of our 
habitual surgical procedures are al- 
most medieval in their concept. 

These problems must be attacked 
by both clinical and experimental re- 
search, but since there are distinct 
limits to clinical investigation, the 
modern research laboratory must as- 
sume the leadership and carry the 
greater share of the burden. 
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Retrolental Fibroplasia in the 
United Kingdom: A Report to the 
Medical Research Council by their 
Conference on Retrolental Fibro- 
plasia. British Medical Journal, July 
9, 1955, p. 78. 

In an investigation of retrolental 
fibroplasia covering 17 hospitals the 
British Medical Research Council’s 
special conference concluded that the 
use of oxygen predisposed to the de- 
velopment of a retinopathy. The 25 
members of the conference, under the 
chairmanship of Sir Stewart Duke- 
Elder, conducted a 20-month study 
ending May 31, 1953. Their report was 
based on 1,095 babies who weighed not 
more than four pounds at birth and 
who survived for at least two months. 
Of this group 84 infants (7.7 per cent) 
were affected with RLF, and 45 of 
these were rated as blind. 

It was concluded that the cause of 
prematurity, and maternal factors 
other than bleeding during pregnancy 
(threatened abortion) did not influ- 
ence the development of RLF. This 
factor was statistically significant; 17 
of 115 babies (14.8 per cent) were 
affected as against 6.9 per cent of the 
babies whose mothers had no history 
of bleeding during pregnancy. More of 
the first group had birth weights under 
three and a half pounds, which itself 
was related to a higher incidence, but 
there was some excess of affected 
babies at each birth weight. 

Boys were more often affected than 
girls, mainly because they are more 
immature for a given birth weight.The 
rising incidence of RLF with the 
degree of prematurity was clear. Of 
infants born within 40 days of term, 
2.4 per cent developed RLF; within 60 
days, 14.8, and from 70 to 119 days, 
20.6 per cent. There was little differ- 
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ence between the sexes in this scale 
except in the most immature group, 
where the ratio was 20 males to 6 
females. 

Clinical signs of anoxia at and after 
birth were associated with a higher 
incidence of RLF, but as a rule anoxic 
babies were given more oxygen in the 
nursery. Moreover, many babies who 
were not clinically anoxic developed a 
retinopathy. 

There was so much variation be- 
tween the 17 nurseries in the type of 
equipment used, concentration of oxy- 
gen attained, and method of with- 
drawal, that only the duration of oxy- 
gen therapy was suitable for analysis. 
Of the 344 babies who had no oxygen 
(mainly the heavier infants) none de- 
veloped RLF. The percentage of af- 
fected babies rose steeply with the 
number of days in oxygen. Of the 581 
babies with less than 5 days in oxygen 
only two were affected, one mildly and 
regressively. The other was an atypical 
case with glaucoma and generalized 
edema. 

Of infants spending 10 days or less 
in oxygen about one in 50 was affected; 
one in five for the group given oxygen 
for 11 to 30 days, and three in five for 
those who stayed a month or longer. 
The corresponding proportions for 
babies rated as blind were roughly one 
in 130, one in 9, and one in 4. The 
unaffected babies of a birth weight of 
two and a half pounds or more had 
averages of 4 to 11 days in oxygen; the 
corresponding affected ones averaged 
three to four weeks. 

In correlating oxygen therapy, RLF, 
and survival rate, the nurseries were 
divided into four groups based on per- 
centages of blind (non-regressive RLF) 
babies running from zero in four nurs- 
eries to more than 10 per cent in three. 
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Those using more oxygen did not show 
a better survival rate than the ‘‘no 
blindness” nurseries using less. The 
mortality rate for infants who did not 
survive two months was 14 per cent 
for nurseries using maximum oxygen 
against 8.9 per cent for those us- 
ing minimum oxygen and having no 
blinded babies. 

The time spent in oxygen did not 
appear to be a factor in the chances for 
regression, nor did the withdrawal 
method, sex, and feeding. The more 
premature babies seemed to have a 
better chance of regression, and on the 
average onset of RLF was longest 
delayed in the least mature infants. 

Ophthalmoscopy showed that of the 
39 cases which regressed 24 had neo- 
vascularization and peripheral edema 
only; 11 showed minor peripheral de- 
tachments as well; and 4 showed quite 
extensive detachments which returned 
to normal. One of these four also had 
an extensive hemorrhage into the 
vitreous and fronds of vessels growing 
into it, but made an amazing and 
complete recovery. 

A small number of infants were 
treated by return to oxygen or the use 
of corticotrophin, with no conclusive 
results. The chances of regression with- 
out treatment were 44 per cent. 


Incidence of Retrolental Fibro- 
plasia in England and Wales in 1951. 
J. T. Boyd and K. M. Hirst. British 
Medical Journal, July 9, 1955, p. 83. 

No case of retrolental fibroplasia 
developed in premature babies who 
were born at home and remained there 
during the first two months of life, a 
survey of England and Wales for 1951 
revealed. The study, made on behalf of 
the Ministry of Health, covered all in- 
fants whose birth weights were not 
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more than four pounds six ounces and 
who had survived for two months. Of 
6,926 such infants, 127 cases of RLF 
were found, exclusively among babies 
born in or transferred to hospitals. 
Since all the babies were at least 10 
months old when the survey started, 
any serious eye defects would have 
been discovered by that time. The 
number of ‘‘home’’ babies was 797, 
and the immunity of this large group 
indicated that hospitalization was con- 
nected with the development of RLF. 
Among the 6,042 ‘hospital’ babies 
the incidence rate was 2.1 per 100 
infants, and in those who weighed less 
than four pounds at birth 3.2 per cent. 


Experimental Approach to the 
Pathogenesis of Retrolental Fibro- 
plasia: Ill. Changes in the Eye In- 
duced by Exposure of Newborn Mice 
to General Hypoxia. Lars J. Gyllen- 
sten and Bo E. Hellstrém. British 
Journal of Ophthalmology, Vol. 39, 
p. 409. July 1955. 

While a vast literature has accumu- 
lated on the strong correlation be- 
tween oxygen therapy of premature 
infants and the development of retro- 
lental fibroplasia, the role of oxygen is 
not yet clear, nor can it be the only 
cause of the disease. A few cases of 
RLF have been 


infants never given 


found in stillborn 
babies and in 
extra oxygen. Possibly these excep- 
tions indicate that oxygen is not the 
immediate cause of the disease, but 
acts through an intermediate mecha- 
nism which in rare cases may be pro- 
voked by other agents. 

Several workers have suggested that 
RLF depends on a relative anoxia oc- 
curring when the child is rapidly trans- 
ferred to normal air. The aim of the 
present work was to study the influ- 
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ence of severe general hypoxia on the 
eves of young mice, especially as com- 
pared with eye changes in mice under 
high oxygen in a previous experiment 
by the authors. Newborn litters of 
inbred black stock mice were exposed 
to three per cent oxygen for 3 to 10 
hours a day during one to 22 days, 
and the eyes were examined histologi- 
cally. In 22 out of 72 animals hemor- 
rhages from retinal vessels occurred in 
the nerve fiber layer, where there was 
an apparent dilatation of vessels. No 
vasoproliferative or other changes sim- 
ilar to those found in human RLF or 
in mice exposed to high concentrations 
of oxygen developed. 

Thus it is concluded that general 
hypoxia is not a sufficient factor in the 
genesis of the oxygen-induced disease 
of the mouse eye which resembles 
human RLF. 


Studies on Developing Retinal Ves- 
sels. 1. Influence of Retinal Detach- 
ment. 2. Influence of Retinal De- 
tachment on Oxygen Vaso-Oblitera- 
tion. Norman Ashton and Charles 
Cook. British Journal of Ophthalmology. 
Vol. 39, p. 449, 457. August 1955. 

The possibility that some degree of 
retinal detachment may play a role in 
those sporadic cases of retrolental 
fibroplasia in which the infant has not 
been given oxygen therapy was sug- 
gested by new studies in the develop- 
ing retinal vessels of kittens. In the 
first series kittens with induced retinal 
detachment were kept in normal air. 
Vascular changes took over eight days 
to develop and were well established 
after 18 days. There was an outward 
proliferation of vessels penetrating the 
retina and forming a network on the 
outer retinal surface, and an inward 
proliferation forming glomerular tufts 
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in the vitreous. The latter changes 
greatly resembled those seen in early 
RLF, following oxygen vaso-oblitera- 
tion. 

The same experiment on adult cats 
produced no vasoproliferation, a find- 
ing of great potential significance. The 
most likely explanation is that the 
vaso-formative factor is less readily 
produced in the fully mature retina. 
In the human foetus and the young 
infant there isan anaerobic metabolism 
which apparently diminishes as the 
tissues mature. 

A second series of experiments was 
made to observe the effects of four 
days of 70-80 per cent oxygen on kit- 
tens with retinal detachment. These 
experiments confirmed the authors’ 
previous observation that retinal de- 
tachment prevents the vaso-oblitera- 
tive action of oxygen. Only the at- 
tached portion of the retina showed 
obliteration, suggesting that effective 
concentrations of oxygen cannot reach 
the detached retina. Kittens exposed 
to oxygen and then allowed to survive 
in air for 18 and 28 days showed vaso- 
proliferative changes identical with 
those from detachment alone. 


Response of Small Premature In- 
fants to Restriction of Supplementary 
Oxygen. Mary Allen Engle and S. Z. 
Levine. A.M.A. American Journal of 
Diseases of Children. Vol. 89, p. 316. 
March 1955. 

Tolerance of premature babies to 
early removal from oxygen was inves- 
tigated as part of a study of the role of 
oxygen in retrolental fibroplasia. Fifty 
infants in the New York Hospital 
nursery weighing 1,650 grams or less 
at birth were given prolonged oxygen 
therapy, and 42 others were removed 
from oxygen at 5 to 17 days, depend- 
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ing on birth weight. The subsequent 
development progress in weight, height 
and motor levels was followed in 75 
babies for a minimum of six months 
and in 50 for a period from one year to 
two and a half years. 

Oxygen concentrations were iden- 
tical for the two groups. Over half the 
infants were in concentrations of 40 to 
50 per cent, 19 at levels above 50 per 
cent, and 26 at concentrations below 
40 per cent. Group I babies were given 
oxygen for a period of from 8 to 60 
days, averaging 20 days for all weights, 
or four times the average duration for 
Group II babies, who were in oxygen 
from 5 to 17 days, depending on 
weight. Both groups were weaned in 
the same way over a four-day period. 


Group II babies tolerated early re- 
moval from oxygen without apparent 
ill effect, and their development was in 
all respects similar to that of infants 
with prolonged therapy. The weight 
increases of the two groups were indis- 
tinguishable. Motor development : head 
and hand control, creeping, standing, 
and walking were comparable, but the 
babies with curtailed oxygen went 
ahead faster than the others of the 
same sex and birth weight. They also 
needed fewer transfusions and infu- 
sions of saline during their first days of 
life. 

The conclusion reached is that the 
administration of oxygen to premature 
babies is not necessary as a routine 
procedure. 


The Management of Monocular 
Cataracts. Everett L. Goar. A.M.A. 
Archives of Ophthalmology, Vol. 54, 
p. 73. July 1955. 

Postponement of operation for mo- 
nocular cataract as long as there is 
useful vision in one eye may lead to 
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unpleasant complications. The patient 
loses convergence, and exotropia soon 
follows. If this is allowed to become 
permanent and of high degree it will 
be extremely difficult to secure fusion 
later. Another risk is a secondary glau- 
coma due to an intumescent or hyper- 
mature cataract. 


After lens extraction the author has 
found that most patients get along 
well with contact lenses, and some 
even prefer to wear them in both eyes 
after a second cataract extraction. 
Nervous or impatient persons, old and 
inactive ones, or clumsy or unintelli- 
gent people, are not good candidates 
for contact lenses. Those without these 
drawbacks who are operated upon be- 
fore exotropia occurs will adjust read- 
ily to contact lenses and enjoy a fuller 
field of vision than is afforded by 
regular cataract lenses. 


Postnatal Development of Lamel- 
lar Cataracts in Premature Infants. 
Sumner D. Liebman. A.M.A. Archives 
of Ophthalmology. Vol. 54, p. 257. 
August 1955. 

Lamellar cataracts are commonly 
thought 
However, Guy has reported two cases 


to arise during gestation. 


of postnatal opacities, and two more 
were observed by the author. In these 
infants the lenses were clear shortly 
after birth and subsequently bilateral 
lamellar cataracts developed. 

All four babies were premature, and 
all received oxygen. Their cataracts 
were discovered as a result of the mass 
survey of premature babies with refer- 
ence to the problem of retrolental 
fibroplasia. It is suggested that oxygen 
therapy may have been an insult to 
the immature lens as it is thought to 
be to the vascularization of the retina. 
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Other cases of postnatal lamellar cata- 
racts might be discovered in routine 
periodic examinations of full-term 
infants. 


Sterilization of Tonomefters. By 
Knud K. Dreisler. A.M.A. Archives 
of Ophthalmology. Vol. 53, p. 860. 
June 1955. 

The importance of keeping the foot- 
plate of the tonometer sterile is proved 
by the fact that infections have been 
transferred from one patient to an- 
other in several reported cases. In one 
glaucoma clinic nine out of 40 patients 
were infected with epidemic kerato- 
conjunctivitis, spread by tonometry. 
Outbreaks of inclusion conjunctivitis 
have also been reported. 

A new sterilizer in the form of an 
alcohol lamp is described. Flaming the 
tonometer footplate for ten seconds 
kills non-spore bearing bacteria. To- 
nometers made of stainless steel are 
not damaged by flaming, nor is the 
calibration changed. 


Perimetry in Ophthalmologic Prac- 
tice: Report on 1680 Visual Fields. 
G. E. Jayle, A. Croisy, N. Franchini, 
J. Leroux and J. Sauvan. Archives 
d’Ophtalmologie. Vol. 15. p. 138. 1955. 

Early clues in the detection of 
glaucoma were suggested by campi- 
metric results obtained in routine 
practice at the Ophthalmological Clinic 
of Marseilles. The use of Goldmann 
apparatus, with the smallest possible 
index and the lowest possible illumina- 
tion, yields unusually precise and defi- 
nite perimetric results. 

In certain diseases systematic peri- 
metry gives indications of diagnostic 
value. Of particular importance are: 

Frequency of enlargement of the 
blind spot, if it is systematically in- 
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vestigated, which occurs in glau- 
coma, high myopia, infectious papillary 
edema and more rarely in tobacco or 
alcoholic neuritis and certain post- 
traumatic syndromes. 

Frequency of peripheral extension 
of the blind spot, especially in high 
myopia but found also in glaucoma, 
optic neuritis, and certain forms of 
iridocyclitis involving the optic nerve. 

Frequency in high myopia of pseudo- 
hemianopsic images. 

Appearance of glaucomatous vascu- 
lar changes. 

Almost all perimetric signs of glau- 
coma may occur along with a visual 
acuity of 10/10 and a normal fundus. 
It is even quite characteristic to see 
loss of the nasal and dissociated tem- 
poromacular fields with these condi- 
tions. By far the most frequent finding 
in clinical perimetric exploration of 
glacomatous subjects is the concentric 
shrinking of the visual field; in the 
present study it was found in 72 of 204 
cases, the visual acuity being 10/10 in 
34 of the cases. Here is a sign of the 
greatest importance, which should 
make one suspect glaucoma when no 
other cause explains it. 

The enlargement of the blind spot is 
another important sign in the peri- 
metric symptomology of glaucoma, 
though it is little known. It was found 
in 19 of 204 cases, of which six had a 
visual acuity of 10/10. This again, 
contrary to the statements of Traquair, 
is a frequent sign, apparently related 
to the enlargement of the angioscotoma 
of incipient glaucoma. In the study it 
was found nearly as often as the loss 
of the nasal visual field (21 cases of 
204). 

The incidence of Bjerrum’s scotoma 
was slightly higher, and was found in 
typical or atypical form in 29 of 204 
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cases. It is a later sign, and appeared 
only five times with a normal disk and 
visual acuity of 10/10. 


Importance of Early Detection of 
Glaucoma. William H. Havener, 
ClaudeS. Perry and James M. Andrew. 
Letter to the editor. Journal of the 
American Medical Association, Vol. 
159, p. 213. September 17, 1955. 

During the years from 1945 to 1955 
1,320 persons were totally blinded by 
glaucoma in the state of Ohio. 

The asymptomatic nature of chronic 
glaucoma makes early diagnosis pos- 
sible only when there is a high index of 
suspicion. The following conditions 
should arouse suspicion: 1. The pa- 
tient is over 40 years old. Two of every 
100 people over 40 have chronic glau- 
coma. 2. A family history of glaucoma 
exists. Since it is dominantly inherited 
glaucoma should be included like dia- 
betes and hypertension in every family 
history. 3. The anterior chamber is 
shallow. 4. There is unexplained ach- 
ing of or about the eyes. 5. There is 
increased intraocular pressure. 

The authors review reported studies 
on incidence and state that mass 
screening alerts many people to the 
fact that glaucoma is remediable if 
detected early. They recommend teach- 
ing tonometry to the general practi- 


tioner. 


Perimetry in Glaucoma. Paul A. 
Chandler. American Journal of Oph- 
thalmology, Vol. 39, p. 890. June 1955. 

Perimetry in open-angle glaucoma 
should be a practical matter, often 
revealing a progressive loss of field 
which indicates to the physician that 
surgery is needed. But errors in its use 
and interpretation may make perim- 
etry of little value. 


The Sight-Saving Review 














One error is failure to correlate the 
visual field with the status of the optic 
disk. If there is no cupping or atrophy 
there can be no serious field defects 
due to glaucoma. Again, if the tension 
is high at the time of perimetry, vari- 
ous field defects may be found but 
may disappear when tension is nor- 
malized. If tension remains high for a 
considerable period atrophy of the 
nervehead with or without cupping 
ultimately develops. Here the treat- 
ment will probably be guided by the 
tension, and the field defects are of 
small significance. 

The use of small test objects or re- 
duced illumination is often misleading 
as well as tiring to patient and exam- 
iner. A 3-mm. object at 33 cm. to a 
meter is small enough, and elderly or 
uncooperative patients may need larger 
objects or a confrontation field. Both 
the perimeter and the tangent screen 
should be used, and the _ results 
correlated. 


Phacolytic Glaucoma: A Clinico- 
pathologic Study of One Hundred 
Thirty-Eight Cases of Glaucoma As- 
sociated with Hypermature Cataract. 
Milton Flocks, C. Stuart Littwin, and 
Lorenz E. Zimmerman. A.M.A. Ar- 
chives of Ophthalmology, Vol. 54, p. 37. 
July 1955. 

The type of glaucoma which is asso- 
ciated with hypermature cataract is a 
pathologic entity. It is clinically recog- 
nizable, readily preventable, and often 
curable by cataract extraction. Often 
wrongly diagnosed, the acute glau- 
coma which the authors suggest might 
be given the name phacolytic glau- 
coma is frequently dealt with by 
enucleation of an eye which might be 
saved by extraction of the lens. 

A study of 138 enucleated eyes in 
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the Registry of Ophthalmic Pathology 
of the Armed Forces Institute of 
Pathology established this type of 
glaucoma. Microscopic slides of every 
eye and clinical records were examined. 
The pathogenesis of the disease is as 
follows: the lens cortex liquifies, the 
capsule and lens epithelium degener- 
ate, permitting escape of the lens fluid 
into the anterior chamber, which is 
characteristically deepened. This es- 
caped material causes a_ histiocytic 
response, and macrophages, swollen 
with the lens substance, block the 
filtration apparatus. Acute glaucoma 
follows. 

In 108 (78 per cent) of these cases 
there were a hypermature cataract in 
the eye of a person over 70, liquified 
lens substance in the anterior and 
posterior chambers, and _ histiocytic 
cells. Often there was good vision and 
normal tension in the other eye. The 
retinas, disks, and optic nerves in a 
significant number were well preserved. 
A deep anterior chamber, lack of 
synechiae and of keratic precipitates, 
and the presence of aqueous flare and 
cells are of diagnostic value. The onset 
of the disease is sudden, and the symp- 
toms resemble those of acute conges- 
tive glaucoma. 

All the cases had seriously impaired 
vision prior to the onset of glaucoma, 
and many were rated as “‘blind.’’ How- 
ever, extraction of the lens and irriga- 
tion of the anterior chamber might 
have saved many of these eyes, since 
the glaucomatous changes were often 
mild (58 per cent of the cases) and in 
15 per cent the retina, disk and optic 
nerve were in good condition. Salvage 
of such eyes is urged; and the preven- 
tion of this glaucoma by timely cata- 
ract extraction is of course the desir- 
able procedure. 
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Differential Diagnosis of Optic 
Neuritis. Max Chamlin. The Eye, Ear, 
Nose and Throat Monthly. Vol. 34, 
p. 305. May 1955. 

The author believes that papillitis 
and retrobulbar neuritis are due to a 
similar process, and differ only in site. 
The outstanding etiological factor is 
multiple sclerosis. Diabetes and other 
diseases may be implicated, but often 
the etiology is not traced. Usually 
there is a sudden profound loss of 
central or paracentral visual field in 
the form of nerve fiber defects, some- 
times reaching to the periphery. Maxi- 
mum blurring is reached a day or two 
after onset, then the process is stable 
for several days, after which clearing 
begins. Recovery may take from two 
to six weeks, and in such cases there is 
little or no optic atrophy asa residuum. 
Often recovery does not take place 
and there is a definite nerve pallor or 
optic atrophy. 

The most important condition simu- 
lating papillitis is papilledema due to 
increased intracranial pressure. It is 
evidenced by a definite enlargement of 
the blind spot and gradual encroach- 
ment on fixation. The loss of visual 
acuity is insidious rather than abrupt 
as in optic neuritis. Other cases which 
may be confused with papillitis are 
pseudoneuritis, drusen, chorioretinitis 
juxtapapillaris, and vascular neuro- 
retinopathy, all of which have cer- 
tain distinguishing signs of value in 
diagnosis. 

Retrobulbar neuritis, in which there 
is little visible change in the disk, may 
be confused with toxic amblyopia, 
central angiospastic retinopathy, tu- 
mors of the optic nerve or chiasm, and 
most important, with intracranial mass 
lesions compressing the optic nerve or 
chiasm. Here the onset is insidious, in 
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contrast to that in retrobulbar neuritis, 
and the condition progresses for months 
or years. But the type of atrophy may 
not always give a definite clue. 

In the writer’s experience, when a 
mass lesion is compressing an optic 
nerve the initial visual field defect is a 
peripheral one which with increased 
pressure involves more and more of 
the central field until it reaches fixa- 
tion. This is not a central scotoma, 
such as is found in optic neuritis, but 
in neuritis there may be paracentral 
defects breaking through to the per- 
iphery, simulating the peripheral de- 
fects caused by mass lesions. In these 
cases one must rely on the history and 
other physical findings as well as on 
x-rays of the skull, and even air 
studies or angiography. 

An erroneous diagnosis of retrobul- 
bar neuritis when a mass lesion is 
involved may cause a serious delay in 
the removal of a tumor or other 
remedial action. The ophthalmologist 
should follow all cases of retrobulbar 
neuritis carefully for the first few 
weeks to make sure that there is no 
progression, and thereafter see the 
patient once a month in order to de- 
tect any signs of a mass lesion. 


The Trachoma Story. Arthur A. 
Siniscal. Public Health Reports. Vol. 
70, p. 497. May 1955. 

The author feels that many factors 
may influence the clinical phase of 
trachoma: climate, environment, asso- 
ciated infections, race, and general 
health and living conditions. Trach- 
oma is not highly contagious, but an 
infected person entering an area with 
low sanitary conditions may spread 
the disease. From ancient times trach- 
oma has been most common in areas 
with a high mean temperature and 
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little rainfall and in flood districts near 
the estuaries of great rivers. In these 
areas sun, wind and dust act as con- 
junctival irritants which predispose to 
the disease. 

There is disagreement as to whether 
pigmentation is a factor in suscepti- 
bility. American Negroes seem not to 
acquire trachoma, but Negro tribes in 
South Africa are afflicted to a con- 
siderable extent. In Missouri the dis- 
ease predominates among persons of 
North European ancestry, and in the 


Southwest the Indians are highly 
susceptible. 
In the United States the Public 


Health Service began an anti-trachoma 
program in 1913, and ten years later 
established a trachoma hospital in 
Rolla, Missouri, in cooperation with 
the State. The States of the ‘‘trachoma 
belt” have nearly eradicated the dis- 
ease. Southern I]linois, once an area of 
high incidence, has had no cases since 
1939; Arkansas, Kentucky and Okla- 
homa find the disease is now negligible. 
At the Missouri Trachoma Hospital 
the program has been shifting from 
treatment and operations for serious 
forms of trachoma to prevention. 


The Etiology of Retinochoroiditis 
and Uveitis: Importance of the Dye 
(Methylene Blue) Cytoplasm-Modify- 
ing Antibody Test for Toxoplasmosis. 
J. V. Cassady, Carl S. Culbertson, and 
James W. Bahler. A...A. Archives of 
Ophthalmology, Vol. 54, p. 28, July 
1955. 

Since toxoplasmosis appears to cause 
a much higher percentage of retino- 
choroiditis and granulomatous uveitis 
than was formerly believed, the dye 
test of Sabin and Feldman, difficult 
and expensive though it is, should be 
made more readily available. The sera 
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of 36 patients with vascular or inflam- 
matory disease of the posterior uvea 
were examined with the dye test, and 
23 were positive for toxoplasmosis, 
while a survey for any other etiologic 
cause for the disease was negative. 

Of the 23 cases ascribed to toxo- 
plasmosis, 16 were active and 7 had a 
quiescent form of uveitis. Eleven pa- 
tients with granulomatous uveitis were 
treated with pyrimethamine and sulfa- 
diazine systemically, which produced 
dramatic improvement, usually within 
a week. This treatment should be used 
only when blood studies are carefully 
followed. Two patients given cortisone 
systemically showed an aggravation 
of the eye inflammation. The thera- 
peutic response may be helpful in de- 
termining whether the etiologic agent 
is tuberculosis or toxoplasmosis. 


Uveitis in Children. Samuel J. 
Kimura. The American Journal of 
Nursing, Vol. 55, p. 1070. September 
1955. 

Early detection of uveitis in chil- 
dren is extremely important, since 
prompt therapy will usually prevent 
serious damage to the eye. Every child 
between the ages of three and four 
should have a thorough eye examina- 
tion with a mydriatic, since posterior 
uveitis (chorioretinitis) is the com- 
monest type of the disease in children. 
Signs and symptoms like poor visual 
acuity, chroniceye redness, strabismus, 
nystagmus, and band keratopathy 
may point to uveitis. 

About three per cent of all cases of 
uveitis occur before the age of 16. Of 
the 47 patients in that age group 
studied at the University of California 
Hospital, 27 had an involvement of 
the posterior uvea and 18 had irido- 
cyclitis, in most cases of uncertain eti- 
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ology. Rheumatoid arthritis, Boeck’s 
sarcoidosis, smallpox, vaccinia, chicken 
pox, and congenital syphilis may be 
associated with iridocyclitis. 

Chorioretinitis may go unsuspected 
in infants and young children because 
of the lack of external inflammation. 
Its etiology can usually be traced. 
Congenital toxoplasmosis is the most 
important specific cause in children, 
but tuberculosis, nematode, and acute 
rheumatic fever are among the known 
causes. 

At present specific therapy for chil- 
dren is limited to those with syphilis, 
brucellosis, toxoplasmosis, and tuber- 
culosis. Nonspecific therapy, including 
ACTH, cortisone, and hydrocortisone, 
is applied to all forms of uveitis, 
whether or not the cause is known. 
The treatment is as important, and 
often as difficult, as is early detection, 
and the child requires the combined 
care of its mother, the nurse, the 
pediatrician, and the ophthalmologist. 


Recurrent Intraocular Hemorrhage 
in Young Adults (Eales's Disease): A 
Report of Thirty-One Cases. A. J. 
Elliot. 7vansactions of the American 
Ophthalmological Society. Vol. 52, p. 
811. 1955. 

Eales’s Disease, which usually at- 
tacks apparently healthy young men, 
is not as rare as has been generally 
believed. During the last 10 years 31 
cases were observed by the author, 
many of them in the Sunnybrook 
Hospital for veterans (Toronto). The 
age at onset ranged from 17 to 44 
years. 

The 
hemorrhages from the peripheral ret- 
inal veins, perivascular exudation, and 


disease is characterized by 


often hemorrhages into the vitreous. 
It usually begins with a sudden, pain- 
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less blurring of vision on awakening in 
the morning. At first the hemorrhages 
are typically confined to the retina, 
but in time one bursts through into 
the vitreous. Recurrences are the rule 
and the vitreous seldom clears before 
another hemorrhage takes place. 

In most of the cases reported here 
the disease was active for an average 
of 2.9 years and then ceased. After 
cessation of the hemorrhages the vitre- 
ous opacities might be absorbed and 
normal vision recovered. The common 
complications are permanent vitreous 
opacities, retinitis. proliferans, chronic 
uveitis, and secondary glaucoma. 

The etiology is controversial but 
evidence has been accumulating, espe- 
cially in Europe, which suggests that 
tuberculosis is a common cause. In the 
present study the skin tuberculin test 
was positive in all but one doubtful 
case. Active or healed pulmonary 
tuberculosis was present in 35 per cent 
of the cases. It is suggested that the 
condition occurs in individuals who 
have been previously sensitized to 
tuberculoprotein, and the hemorrhage 
and exudation are a local reaction in a 
hypersensitive vessel wall. 

In the 31 cases the ultimate vision 
of 54 per cent was good and 26 per 
cent poor. The average period of ob- 
servation of the group with good ulti- 
four and _ three- 
quarters years, and of the group with 
poor eventual vision, six years. As a 


mate vision was 


rule the disease began in one eye; if the 
second eye became involved the inter- 
val was eighteen months to three 
years. Where both eyes were affected 
the ultimate visual acuity in the first 
eye involved was poor in half the cases 
but the second eye almost invariably 
retained good vision. The chance of 
retaining good vision was better if the 
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disease ran for less than two years. 

No specific treatment for Eales’s 
Disease is known. Tuberculin therapy 
was not always successful. Bed rest 
after hemorrhages was indicated so 
that they could be absorbed. Bacteri- 
cidal drugs and radiation therapy to 
the posterior segment of the eye were 
of doubtful benefit. In three patients 
given ACTH and cortisone for long 
periods, hemorrhages did not recur. If 
this disease is due to an allergy to 
tuberculoprotein, then these hormones 
may block the reaction during the 
natural course of the disease. 


Dominant Macular Dystrophy. 
Arnold Sorsby and J. B. Davey. 
British Journal of Ophthalmology, Vol. 
39, p. 385. July 1955. 

In contrast with recessive macular 
dystrophy of the type described by 
Stargardt there appears to be a domi- 
nant type which is ophthalmoscopi- 
cally similar, but which differs in mode 
of inheritance and of onset. While the 
recessive variety may appear suddenly 
and have a rapid course, dominantly 
inherited macular lesions run a slower 
and milder course and usually become 
manifest about the age of 40 with a 
decline in central visual acuity. 

Three families were studied. In the 
first family, seven cases were observed 
in three generations in one branch, 
and in a collateral branch two cases in 
two generations. The seven patients 
showed similar macular lesions in the 
three generations, all showed gross 
color defects, and all but the youngest, 
a woman of 24, showed severely af- 
fected vision. In this group the second 
generation experienced difficulty with 
color in childhood, and became aware 
of failing vision at about the age of 40. 

In the second family two sisters in 
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the late thirties had a color anomaly 
and moderately affected central vi- 
sion; in both the macular lesion had 
been present for perhaps 15 years or 
more. The daughter of one, aged 10, 
had grossly affected vision. The third 
family had four affected members in 
three generations. 

Common to all three families were a 
strictly localized binocular central le- 
sion, a red or green color anomaly, 
onset as a rule at about the age of 40, 
and absence of an obvious cone defi- 
ciency as an early sign. Color defect 
always preceded visual loss, and was 
easily distinguished from congenital 
total color blindness. 


Studies on the Aetiological Prob- 
lem of Uveitis. Charles Smith and 
Norman Ashton. British Journal of 
Ophthalmology, Vol. 39, p. 545. Sep- 
tember 1955. 

Of 198 patients, 87 (44 per cent) 
showed serological evidence of Toxo- 
plasma infection. In the posterior uve- 
itis group 68 per cent showed positive 
reactions to the dye test, compared 
with 39 per cent for cases of anterior 
uveitis and 41 per cent for pan-uveitis. 
In Great Britain one can expect posi- 
tive results of the dye test in 25 per 
cent of the population. Three of the 
positives were in persons with Eales’s 
disease. 

Streptococcus infection was_ indi- 
cated in 89 out of 195 cases of anterior 
uveitis. In this group there were 21 
patients with an antistreptolysin titer 
of over 100. 

Other positive findings were a higher 
incidence of anterior uveitis in females 
and an earlier onset of posterior uve- 
itis in males. On the negative side, no 
case was attributed to venereal disease 
or brucellosis, though the tests for the 
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latter were not conclusive. Blood 
counts, and the Mantoux and Middle- 
brook-Dubos tests, were believed of 


little diagnostic value. 


The Etiology and Differential Diag- 
nosis of Nontrachomatous Follicular 
Conjunctivitis. Phillips Thygeson. Pa- 
per presented at the second session of 
the WHO Expert Committee on Tra- 
choma in Geneva, September 7-14, 
1955. 

All the recognized etiologic entities 
of follicular conjunctivitis are caused 
by viruses, and it seems likely that all 
types will prove to be viral diseases. 
Follicular hypertrophy can also be 
caused by certain chemicals, notably 
eserine, and by toxins, but bacterial 
toxins in general do not have this 
effect, nor do all viruses. The types of 
conjunctivitis associated with measles, 
the common cold, and smallpox are 
not follicular. Neither bacterial allergy 
nor ordinary protein allergy seem to 
stimulate the formation of follicles. 

In seven of the ten principal types 
of the disease etiologic diagnosis is 
now possible. The differential diagnosis 
of these ten types is presented in de- 
tail. Of the six acute forms, inclusion 
conjunctivitis, the “swimming pool” 
type, may eventually become extinct 
because of the widespread use of sulfon- 
amides and broad spectrum antibiotics. 
The Béal type and Newcastle disease 
(communicated by fowls with a viral 
infection) are mild. 

Epidemic and herpetic kerato-con- 
junctivitis are serious diseases often 
confused in the earlier stages. The 
epidemic type produces corneal opaci- 
ties which may persist for years, but 
the herpetic disease is marked as a rule 
by dendritic figures which leave a 
permanent scar. The most recently 
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discovered type of follicular conjunc- 
tivitis is pharyngoconjunctival fever, 
caused by a virus that seems to cause 
disease only in humans. The disease 
has not yet been recognized abroad, 
but epidemics have occurred in vari- 
ous parts of the United States. 
Chronic forms of the disease are the 
Axenfeld type, folliculosis, eserine con- 
junctivitis and toxic (molluscum con- 
tagiousum) conjunctivitis. 


The Effect of the Correction of 
Refractive Errors on Nonparalytic 
Esotropia. Eugene R. Folk and Mer- 
ritt C. Whelchel. American Journal of 
Ophthalmology, Vol. 40, p. 232. August 
1955. 

A statistical study was made of 351 
cases of nonparalytic comitant esotro- 
pia to determine the value of refrac- 
tive correction. Except for occlusion 
no other treatment was given. By 
wearing the full correction 28 per cent 
of the children obtained straight eyes 
both for distance and near. Fourteen 
children were able to discontinue their 
glasses and maintain single binocular 
vision without relapse. 

Favorable factors included an onset 
of the esotropia after the age of six 
months, a short duration of the squint 
before treatment, intermittancy, mon- 
ocularity, a deviation measuring less 
than 20 degrees, and more than four 
diopters of hyperopia. Only 12 of the 
cases studied were myopic, of whom 
two were straightened and a third 
improved by 50 per cent. 

Despite efforts to make an initial 
full correction, there were several cases 
of undercorrection. Thirteen children 
apparently successfully treated by re- 
fractive correction later relapsed, and 
five of them proved to have been un- 
dercorrected. In the 98 successful cases, 
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when correction was full and accurate 
the effect of wearing glasses was evi- 
dent at the end of two months. 


A Note on Monocular Depth- 
Perception. Philip Pollack. The Amer- 
ican Journal of Psychology, Vol. 68, 
p. 315. June 1955. 

Although the term stereopsis refers 
to binocular perception of depth and 
relief of objects produced by the fusion 
of twoslightly disparate retinal images, 
eye specialists realize that there is a 
certain degree of monocular depth 
perception. One-eyed personscan judge 
distances in depth and the size of near 
objects. 

Secondary cues for monocular depth 
perception include serial and linear 
perspective, relative and absolute size 
and movement, light and shade. When 
such cues are inoperative an optical 
illusion may result, such as Schroeder’s 
reversible staircase, or concentric cir- 
cles which also reverse when looked at 
with one eye. 

The author suggests that three gen- 
eral types of depth perception should 
be distinguished: (1) stereopsis based 
on normal, binocular vision; (2) mo- 
nocular depth-perception; and (3) dl- 
lusory monocular depth-perception. 


Evaluation of Certain Optical De- 
vices in the Correction of Subnormal 
Vision. George A. Levi and John H. 
King, Jr. American Journal of Oph- 
thalmology, Vol. 40, p. 29. July 1955. 

Subnormal vision not correctible 
with ordinary spectacles may be helped 
by microscopic or telescopic lenses. A 
series of 33 patients ranging from 8 to 
88 years of age were fitted with such 
spectacles, and improved visual acuity 
resulted in all cases. In the group were 
12 patients with nutritional amblyopia 
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following terms as prisoners of war in 
Korea. Others of the patients fitted at 
the Walter Reed Army Hospital had 
macular degeneration, optic atrophy, 
ocular trauma and various diseases. 

Enlargement of the retinal image by 
magnification is clearly an advantage 
in the presence of a scotoma. Patients 
were asked to choose whether they 
wanted improvement in near or dis- 
tance vision. Microscopic spectacles 
were preferred cosmetically and for 
wideness of vision field, but their very 
short focal lengths were a drawback. 
Telescopic lenses enabled patients to 
enjoy television and movies. 

Four patients with residual homon- 
ymous hemianopsia were fitted with 
spectacles having a mirror to reflect 
images on the blind side onto the see- 
ing retina. One of these, a doctor 
wounded in Korea, was also fitted 
with contact lenses, and was happy 
with both. Patients suffering hemian- 
opsia are in constant danger from 
traffic, and for those in active life con- 
tact lenses, which make them able to 
scan rapidly, and hemianopsia spec- 
tacles, often prove helpful after prac- 
tice in their use. 


Eccentric Fixation in Amblyopia 
Ex Anopsia. Martin J. Urist. A.M.A. 
Archives of Ophthalmology. Vol. 54, 
p. 345. September 1955. 

Favorable results were obtained by 
occlusion therapy in 58 cases of stra- 
bismus with eccentric fixation and 
deep amblyopia. In these cases, treated 
at the Illinois Eye and Ear Infirmary, 
the eccentric area of fixation was at 
the angle of squint and so fixed that no 
movement of the eyes occurred with 
the cover test. Vision in the amblyopic 
eye was always less than 20/200, and 
usually less than 8/200. 
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According to Duke-Elder, such find- 
ings mean that an eccentric point on 
the retina is chosen to take up fixation. 
Modern literature on the problem sug- 
gests that amblyopia in these cases 
cannot be improved with occlusion of 
the good eye, and that occlusion only 
increases the eccentric fixation. Cha- 
vasse, who treated a large number of 
these cases, was convinced that vision 
which had been arrested and had never 
developed as a conditioned reflex could 
not be improved later by occlusion. 

However, systematic day-and-night 
occlusion of the good eye maintained 
if necessary for as long as 18 months 
brought encouraging results. All the 
children had centric fixation when the 
vision was brought up to 20/200, and 
this occurred in one case with 15/200 
vision. Most significant was the fact 
that every child aged four or less 
gained equal vision in the two eyes, 
with 20/20 or 20/30 as the usual final 
visual acuity. Twenty-three of the 37 
children who began therapy at the 
ages from 5 to 12 gained normal vi- 
sion, and the rest showed gains. In one 
12-year-old child vision improved from 
2/200 to 20/50 in one week. 


Visual Field Testing with Binocular 
Fixation. L. F. Baisinger. American 
Journal of Ophthalmology. Vol. 39. 
p. 566. April 1955. 

A rapid and accurate method of 
taking monocular visual fields with 
binocular fixation is possible with 
simple equipment which also permits 
the mapping of very small and relative 
scotomas. 

The patient is placed at a one-meter 
distance in front of a source of red 
light which is directly behind the cen- 
ter of a light grey tangent screen. 
Wearing reversible red-green glasses 
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he sees the red fixation light with both 
eyes; the eye wearing the red glass 
sees it as bright red, the eye behind 
the green glass sees it as a dull green. 
The examiner, standing behind the 
patient and to one side, projects a 
small intense green light on the tan- 
gent screen. This light is seen only by 
the eye wearing the green glass. The 
intensity can be varied by the rheo- 
stat connected to the projector cable, 
and mapping of the normal blindspot 
and gross field defects can be very 
quickly done. Intense illumination is 
used for large and absolute field de- 
fects, and minimum light for tracing 
transient or indistinct scotomas. 

The entire examination is done with 
the patient’s eyes open. 


Measurements of Visual Acuity. 
C. A. P. Foxell and W. R. Stevens. 
British Journal of Ophthalmology. Vol. 
39, p. 513. September 1955. 

A series of tests was made with a 
black Landolt broken circle on a white 
ground, using various sizes and lumi- 
nances of the surround. It appeared 
that the largest factor affecting visual 
acuity is the luminance of the small 
immediate background (some six de- 
grees) to the visual task. By increasing 
the luminance of the background, in- 
creases in visual acuity were secured 
up to the region of 100 footlamberts. 
Above this level acuity remained at a 
maximum toa luminance of 1,000 ftL., 
when it tended to decrease. 

Measurements of visual acuity un- 
der varying color contrasts were made 
with a Landolt broken circle in one 
color upon a background of contrast- 
ing color. At a given luminance, a red- 
green test object gave considerably 
lower values of visual acuity than a 
black-white contrast. 
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BOOKS AND PAMPHLETS 


Keratoptasty. R. Townley Paton, M.D., 
F.A.C.S. The Blakiston Division; 
McGraw Hill Book Company, New 
York. 1955. 220 p. $28.50. 

Since Reisinger first conducted his 
experiments on rabbits in 1818 kera- 
toplasty has challenged the skill of 
ophthalmic surgeons the world over. 
Because of the spectacular nature of 
the operation it has led to many con- 
troversies, rivalries and even to un- 
happy instances of personal advertise- 
ment and exploitation. 

In the last two decades, however, 
keratoplasty may be said to have come 
of age. Following alternating periods 
of great interest and pessimism, two 
basic techniques have emerged —the 
partial penetrating graft and the 
partial or total lamellar —while limited 
interest continues in peripheral meth- 
ods such as total penetrating grafts or 
devitalized implants. 

In this handsome text Dr. Paton 
describes the operative techniques 
that he has found most practical and 
effective; with some of the major find- 
ings, views and recommended pro- 
cedures in the literature correlated or 
presented in antithesis. In addition, 
of keratoplasty are 
covered: preoperative and postopera- 
tive care; availability of donor tissue 
throughout the world; techniques for 


other aspects 


selecting and preserving donor tissue; 
analysis of recent findings in case 
selection; and recent findings in the 
healing process, 
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Dr. Paton presents the operative re- 
sults in a series of 365 corneal grafts, 
relating them to the published results 
of work by a number of other leading 
surgeons. The findings are discussed 
according to prognostic category, so 
that a general summary is given of 
what is known to date on case selection. 

The major source of donor tissue in 
this country is The Eye-Bank for 
Sight Restoration, Inc. in New York, 
a non-profit institution of which Dr. 
Paton is vice-president and medical 
director. Seven regional banks now 
function within its aegis, and more 
than 170 major hospitals are asso- 
ciated with it. The bank issues three 
types of permission forms: A donor 
who wishes his eyes used for kera- 
toplasty after death signs a statement 
expressing this desire. A second form, 
carrying the actual legal authoriza- 
tion for enucleation, is signed after 
the donor’s death by the nearest sur- 
viving family member or the person in 
charge of funeral arrangements. A 
third form, to be signed by persons 
who require enucleation for ocular 
pathology during life, authorizes The 
Eye-Bank to utilize such tissue for 
corneal grafting. 

Dr. Paton emphasizes that an eye 
bank is a major undertaking. It must 
be carefully planned in relation to 
both needs and resources, strongly 
backed financially, and supervised by 
professionals. 

In collecting and analyzing the vast 
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amount of information on keratoplasty 
scattered throughout the world’s liter- 
ature Dr. Paton has performed a great 
service both for the ophthalmic surgeon 
and the patient. The book is beautifully 
illustrated with color plates, black 
and white photographs and surgical 
drawings, and an extensive reference 
list completes each chapter. 


THe Cornea. Charles I. Thomas, M.D. 
Charles C. Thomas, Springfield, IIl., 
1955. 1318 p. $30.00. 

The author, associate clinical pro- 
fessor of ophthalmology at Western 
Reserve University School of Medi- 
cine, offers a comprehensive coverage 
of the cornea which is well balanced 
between research in the literature and 
his own clinical experience. 

Written for ophthalmologists, stu- 
dents, and those in the general medical 
and nursing professions, the book be- 
gins with the anatomy, embryology, 
and normal and pathologic physiology 
of the cornea. There follows a discus- 
sion of methods of examining the 
cornea as a basis for diagnosis. The 
bulk of the volume deals with anoma- 
lies and diseases of this part of the eye. 
Each condition is discussed in detail, 
with a summary of pertinent case re- 
ports, and what is known about spe- 
cific therapies. Dr. Thomas has drawn 
on the common store of knowledge of 
the cornea, and offers concepts of his 
own, especially in the fields of dystro- 
phy, inflammatory lesions, and certain 
aspects of medical and surgical treat- 
ment. 

Valuable sections deal with the role 
of nutrition and of allergies in various 
conditions. There is a full presentation 
of corneal injuries, including radiation 
burns and lesions caused by industrial 
accidents. 
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The last part of the volume deals 
with medical and surgical procedures. 
While 11 chapters are devoted to the 
problems and techniques of kerato- 
plasty, Dr. Thomas points out that 
the modern interest in corneal trans- 
plantation should not obscure the fact 
that the major treatment of corneal 
lesions caused by diseases and injuries 
is non-surgical. Besides the specific 
medications recommended in the chap- 
ters as various conditions are dis- 
cussed, there is a section on general 
treatment by drugs and steroids, fever 
therapy, desensitization, iontophoresis, 
and new methods of tissue-building 
with enzymes and amino acids. In a 
chapter on various methods of radia- 
tion treatment Dr. Thomas reports 
success in using beta-ray therapy in 
divided doses at frequent intervals. 

The book is profusely illustrated 
with photographs and sketches. 


Controt of Communicasie Diseases IN 
Man. 8th Edition. American Public 
Health Association. 1955. 219 p. 
60 cents. 

This report which has been ap- 
proved in principle by the U.S. Public 
Health Service and by the Surgeons 
General of the Air Force, Army and 
Navy, gives facts and recommenda- 
tions for the control of 118 infectious 
diseases. 

Of particular interest to prevention 
of blindness workers are the sections 
on acute conjunctivitis, gonococcal 
ophthalmia, keratoconjunctivitis, on- 
chocerciasis, and trachoma. There is 
brief discussion of the many causes of 
ophthalmia neonatorum in the section 
on gonococcal ophthalmia neonatorum; 
among preventive measures recom- 
mended are the diagnosis and treat- 
ment of gonorrhea of the mother dur- 
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ing the prenatal period, and instilla- 
tion of silver nitrate or equivalent 
preparation in the eyes of babies at 
birth. To this might well be added 
advice concerning cleansing the baby’s 
eyelids with cotton moistened in phys- 
iological saline before prying open the 
lids. 

The book is an authoritative and 
easy to use reference on a wide variety 
of conditions. 


THe ISCC-NBS MetHopo oF DesiGNATING 
Cotors AND A Dictionary oF CoLor 
Names. National Bureau of Stand- 
ards Circular 553, 1955. 158 p. For 
sale by the Superintendent of Docu- 
ments, U.S. Government Printing 
Office, Washington 25, D. C. $2.00. 
With the purpose of establishing a 

common denominator for the different 

color vocabularies used in the fields of 
art, science and industry, the Inter- 

Society Color Council and the Na- 

tional Bureau of Standards have sys- 

tematized The 

Council is the correlating body for 20 

national interested in 

color, and has worked since 1932 on 
the task of standardizing color names. 

The present work is a refinement of 

the method of designating colors out- 

lined by the Council and then de- 
veloped at the National Bureau of 

Standards. 

The original project, which applied 


color nomenclature. 


associations 


to the colors of drugs and chemicals, 
grew into a general terminology for 
use in many fields. The ISCC-NBS 
method of color designations now ap- 
plies to the colors of all opaque, clear, 
cloudy or fluorescent samples and to 
microscopic structures. It lists 7,500 
color names, and by a simple code 
system enables the reader to translate 
from one color vocabulary to another. 
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The colors were determined in aver- 
age daylight with normal viewing. 
There are ten million surface colors 
which the trained eye can distinguish 
in daylight, and thus each color name 
may include a range of shades. 

Since color names are a cherished 
part of the national vocabulary it is 
fortunate that the new system has 
preserved titles like Bounding Main, 
Kitten’s Ear, or Cold Morn, along 
with their source. Fourteen sources 
have been used: standard color dic- 
tionaries, the textile industry, botany, 
even compilations of soil colors and 
those used for postage stamps and 
plastics. The names are listed alpha- 
betically and by general color, fol- 
lowed by a code letter indicating 
origin, and then by the ISCC-NBS 
symbol. A certain strong yellow-green, 
for instance, is coded as S yG 131, and 
means what biologists call Griseo- 
Viridis, the textile industry knows as 
Mintleaf, and the Army-Navy and 
Postoffice call Light Green, followed 
by a number. 

While this dictionary will be of 
great value to the scientist, business- 
man and artist, the layman who en- 
joys color and its evocative names 
should get a good deal of pleasure and 
instruction from this compilation of 
the work of many specialists. 


Refraction AND Bopy Growtn. G. S. 
Pendse, D.O.M.S. The Indian Coun- 
cil of Medical Research, New Delhi, 
1955. 94 p. 

Dr. Pendse, an ophthalmic surgeon 
of Poona, discusses growth factors in 
the age group from 6 to 12 in their re- 
lation to total refraction. In a com- 
parative study of high-caste Brahmins 
with the ‘‘Untouchables” of Poona, 
the author found a significantly greater 
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tendency toward myopia among the 
low-caste children, who were also con- 
sistently taller than the Brahmins. He 
is inclined to attribute these dif- 
ferences to genetic factors. 

The main study is based on 1,182 
refractions of an unselected sample of 
the so-called advanced community of 
Poona belonging to the Brahmin caste. 
No linear relationship was found be- 
tween refraction and the individual’s 
height and weight. However, in the 12 
to 18 age group individuals taller than 
the norm for their age showed a 
significant tendency to high myopia of 
over —6.0 diopters. 

As in other parts of the world, hy- 
peropia decreased with increasing age. 
The close-work factor connected with 
schooling was ruled out as operative 
in myopia, as were weight and sex, 
except at age 12, when there was 
higher myopia among the girls. Blood 
studies showed that myopes had rela- 
tively low hemoglobin and calcium, 
and also plasma protein. 

The chapter on refraction in relation 
to age and sex was published in the 
July 1954 A.M.A. Archives of Oph- 
thalmology. 


ANESTHESIA IN OpHTHALMOLOGY. alter 
S. Atkinson, M.D. Charles C. 
Thomas, Springfield, Ill. 1955. 101 p. 
$3.25. 

This compact monograph presents 
the accepted methods of producing 
anesthesia for eye surgery. Topical 
anesthesia is treated in greater detail, 
but the various types of general anes- 
thesia are also discussed, since the 
ophthalmologist needs to be familiar 
with these procedures in order to work 
intelligently with the anesthetist. 

Numerous illustrations demonstrate 
techniques of administering anesthesia. 
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Cartoons showing how not to prepare 
the patient for surgery enliven this 
crisply written manual. 


Tue Pepiatric Years. A Guive in Pepiatrics 
ror Workers iN Heattu, Epucation 
AnD Wetrare. Louis Spekter, B.S., 
M.P.H., M.D. Charles C. Thomas, 
Springfield, Ill. 1955. 734 p. $12.50. 
The author, director of the Bureau 

of Maternal and Child Hygiene of the 

Connecticut State Department of 

Health, designed his book as a com- 

pendium of pediatrics for non-medical 

professional workers involved in the 
care of children. It emphasizes the 
optimum health of children, and in- 
cludes psychological and social factors. 

In his chapter “Vision and Diseases 
of the Eye’ Dr. Spekter deals with 
various eye conditions, especially stra- 
bismus, which the teacher or public 
health worker needs to recognize. An- 
other chapter deals with the problems 
of the blind and the partially seeing 
child. 

A glossary of medical terms and a 
bibliography at the end of each chap- 
ter are supplied. 


HEALTH IN THE ELEMENTARY SCHOOL. THE Rote 
oF THE CLAssroom Teacher. Herbert 
Walker. The Ronald Press Com- 
pany, New York, 1955. 227 p. $4.00. 
The responsibility of the modern 

teacher in child health is emphasized 

in this excellent manual by the pro- 
fessor of health education at Teachers 

College, Columbia University. Lucid, 

simply expressed, and packed with 

information, the book holds up high 
and exacting standards Of health ap- 
praisal, procedures, and instruction. 
Visual factors in child health are 
sections. The 


presented in several 
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common eye defects such as myopia 
and strabismus are described, and the 
Snellen and Massachusetts screening 
methods are explained. In discussing 
the partially seeing Dr. Walker says: 
“The present trend seems to be away 
from the arrangement of special classes 
for the visually handicapped.” This is 
a good example of his carefully objec- 
tive style, and he goes on to advocate 
a system of keeping the partially see- 
ing child with normal children as much 
as possible. 

Great emphasis is given to the 
teaching of health and safety habits. 
But these, he says, must be based on 
information and concepts about health 
behavior, and he suggests programs 
for using the child’s interests at vari- 
ous age levels as the most effective 
approach to health teaching. 


LighHtiING HANDBOOK For INDUSTRIAL Arts 
Ciasses. Better Light Better Sight 
Bureau, 420 Lexington Ave., New 
York, 1955. 112 p. $1.00. 

Written for the teachers of indus- 
trial arts in junior and senior high 
schools, this handbook is part of a pro- 
gram of supplementary teaching aids 
for use in industrial arts classes. 

The role of the Lighting Handbook 
in this program is to explain to the 
teacher the principles and methods of 
good illumination. The visual mecha- 
nism of refraction; the measurement 
and control of lighting; light sources, 
including illuminants used in indus- 
try; and lighting design, especially as 
applied to seeing tasks in the home, 
are discussed. A final section outlines 
10 demonstrations of various factors 
in lighting such as glare and illumina- 
tion levels which the teacher can make 
with simple materials, and which in- 
clude pupil activities. 
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Acciwent Facts. 1955 Eoition. National 
Safety Council, Chicago, 1955. 97 p. 
75 cents. 

The National Safety Council’s an- 
nual reminder of the high price in 
deaths and injuries that modern life 
involves contains a mixture of good 
and bad news. Despite the increase in 
population there were 5,000 fewer ac- 
cidental deaths in 1954 than in the 
previous year, and the 1954 total of 
90,000 fatalities represents a five per 
cent reduction. However, accidents 
remain the chief killers of children 
from one to 14. 

In reporting work accidents most 
states fail to stipulate the part of the 
body injured. The Council makes a 
rough estimate of 75,000 eye injuries 
in the nation in 1954, basing this 
approximation on the reports of eight 
State Labor Departments (mostly 
1951) which supplied a breakdown of 
accidents by the part of the body 
involved. 


Fiums ON THE Hanovicapren. Jerome H. 
Rothstein and Thomas O’Connor. 
International Council for Excep- 
tional Children, Washington, D. C., 
1955. 56 p. $1.00. 

The National Education Associa- 
tion has issued as a service to schools 
and to all groups interested in educa- 
tion a directory of available films, 
filmstrips, slides and recordings deal- 
ing with the handicapped. This con- 
venient source book covers physical, 
mental and social disabilities and their 
diagnosis, care and rehabilitation. The 
section on visual handicaps lists films 
on the blind and on diseases of the eye; 
on light, refraction and optics, eye 
hygiene and blindness prevention. A 
short description of each film is offered 
along with the pertinent information. 
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